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CHAPTER  I 
INTRODUCTION 

a.  Purpose 

The  purpose  of  this  study  is  to  examine  the  treatment  cases  closed 
during  the  fiscal  year  July,  \9hS  to  June,  l°li6  from  the  Child  Guidance 
Clinics  of  the  Massachusetts  Division  of  Mental  Hygiene  with  a  view  to  un- 
derstanding some  of  the  more  outstanding  indications  with  regard  to  parental 
resistance  to  treatment  which  these  cases  may  reveal.    Resistance  is  a  prob- 
lem common  to  all  case  work.    It  is  not  surprising  that  it  is  frequently 
exhibited  by  parents  in  child  guidance  work  which  deals  so  directly  with  the 
emotionally  highly  charged  material  of  family  inter-relationships.    In  the 
child  guidance  clinic  the  psychiatric  aspects  of  the  wrk  seem  also  to  be 
threatening  to  many  parents.    Because  of  the  very  significant  relationship 
between  the  child's  problems  and  his  relationship  to  his  parents,  it  is  usu- 
ally impossible  to  help  the  child  to  any  extent  without  the  cooperation  and, 
oftentimes,  the  treatment  of  the  parents.    If  the  parent  is  withholding  him- 
self, consciously  or  unconsciously,  from  the  services  available  to  him  and 
his  child,  effective  treatment  is  often  blocked  or  at  least  greatly  limited. 
It  is  the  purpose  of  this  study  to  arrive  at  some  conclusions  about  this  re- 
sistance on  a  quantitative  basis;  to  attempt  to  relate  the  resistance  to 
other  social  factors  such  as  the  parents'  attitudes  toward  the  child,  the 


school,  and  each  other;  and  to  relate  the  resistance  to  treatment  results. 
In  addition,  some  more  specific  factors  may  be  revealed  in  individual  case 
presentations . 
b.  Scope  of  the  Study 

Resistance,  as  the  term  is  generally  used  in  either  psychiatry  or  so- 
cial work,  implies  any  and  all  of  a  client's  defenses  against  treatment. 
T.ith  such  a  broad  definition,  all  parents  could  be  said  to  be  resistant  to 
some  extent.    This  is  true  also  with  the  word  resistance  as  used  in  the 
technical  sense  of  the  psychoanalyst.    However,  the  material  available  for 
study  and  used  in  this  thesis,  because  of  the  natural  limitations  of  the 
recording,  and  because  of  the  nature  of  the  treatment  involved,  does  not 
lend  itself  to  the  more  detailed  and  complete  analysis  that  would  reveal 
resistance  in  its  finer  manifestations.    Therefore,  the  writer  has  arbi- 
trarily set  up  a  scale  with  the  obviously  resistant  parent  at  one  extreme 
and  the  obviously  cooperative  parent  at  the  other  extreme.    A  parent  was 
called  resistant  only  when  he  completely  blocked  or  seriously  impeded  the 
treatment  process,  so  that  the  parent's  resistance  became  a  major  considera 
tion  in  any  further  progress  of  the  case.    A  parent  was  called  partially 
resistant  when  he  did  not  cooperate  well  with  the  clinic,  but  at  the  same 
time  did  not  seriously  interfere  with  treatment  and  his  resistance,  as  such 
was  not  an  important  factor  in  the  success  or  failure  of  the  treatment  pro- 
cess.   All  other  parents  were  called  cooperative,  or,  in  the  case  of  fa- 
thers, unknown  where  there  was  no  evidence  of  any  attitude  on  his  part.  A 
parent  was  called  cooperative,  then,  when  he  displayed  during  most  of  the 
clinic  contact  an  attitude  that  was  positive  and  genuinely  helpful  in 
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treatment,  or  at  least  there  was  no  evidence  to  the  contrary  in  the  record. 
It  is  recognized  that  these  three  classifications  limit  this  study  to  only 
the  grosser  forms  of  parental  resistance,  but  it  is  felt  that  the  study 
will  have  value  in  delineating  to  some  extent  this  important  though  limited 
area  of  the  problem. 

A  large  number  of  the  treatment  cases  of  these  clinics  receive  service 
primarily  from  the  speech,  the  reading,  and  sometimes  the  occupational 
therapists.    In  these  cases  the  psychiatrist  acts  as  a  consultant,  and  the 
social  worker  as  a  kind  of  administrative  agent,  though  she  may  work  also 
with  the  school  or  other  social  agencies.    The  parents  are  very  often  not 
involved  in  the  treatment  at  all,  other  than  in  bringing,  or  in  the  case  of 
the  older  children  seeing  that  the  child  attends  the  clinic  at  the  proper 
time.    These  cases  included  very  little  contact  on  the  part  of  the  parent 
with  either  psychiatrist  or  the  social  worker,  and  furnished  no  basis  for 
the  evaluation  of  the  attitude  of  the  parent  toward  treatment.    A  few  other 
cases  consisted  of  one  or  two  interviews  with  the  psychiatrist  and  were  so 
briefly  recorded  that  no  evaluation  could  be  made.    Because  of  these  circum- 
stances it  was  felt  best  to  limit  the  study  to  those  cases  in  which  the 
parent  actually  participated  in  the  treatment  through  interviews  with  the 
psychiatrist  or  social  worker  or  both,  and  which  were,  in  addition,  recorded 
in  sufficient  detail  so  that  the  parental  attitude  towards  the  clinic  and 
treatment  could  be  accurately  judged, 
c.  Method 

A  list  of  the  356  treatment  cases  closed  from  all  clinics  during  the 
fiscal  year  July,  19li5  to  June,  19  U6  was  obtained  from  the  research  social 


worker  of  the  Division  of  Mental  Hygiene.    With  only  the  requirements  in 
mind  that  the  parent  receive  psychiatric  or  social  work  service  and  the  re- 
cord give  sufficient  detail  to  base  an  accurate  judgment  of  the  parental 
attitude  towards  treatment  (see  above),  all  of  these  cases  were  briefly 
reviewed.    It  was  determined  that  219  of  the  total  356  cases  fulfilled 
these  requirements.    Of  these  219  cases  fifty  were  selected  at  random. 
These  fifty  cases  are  felt  by  the  writer  to  be  a  fair  and  representative 
sample  of  the  219  cases,  and  to  be  in  addition  somewhat  representative  of 
the  entire  356  cases  in  certain  broad  aspects,  though,  from  the  very  nature 
of  the  treatment  received,  the  219  cases  are  probably  the  more  serious  be- 
havior disturbances,  and  a  sample  from  these  cases  cannot  be  said  to  be 
strictly  representative  of  the  larger  group. 

The  fifty  cases  were  carefully  studied  and  abstracted  with  the  use  of 
a  schedule  (see  Appendix)  formulated  for  this  purpose.    Pertinent  data  con- 
cerning the  child  and  his  problem,  the  mother,  and  the  father  were  noted. 
Any  indications  of  parental  attitudes  towards  the  clinic  and  treatment  re- 
ceived special  consideration.    The  judgment  of  the  psychiatrist  and  the  so- 
cial worker  was  accepted  as  that  of  experts,  and  while  the  words  resistive 
and  cooperative  were  not  always  used,  the  writer's  judgment  of  these  quali- 
ties was  always  based  on  words  or  descriptions  used  by  the  psychiatrist  or 
social  worker  which  were  clearly  synonymous.    Judgments  as  to  the  attitude 
of  the  parent  toward  the  child  and  the  marital  relationship  were  also  based 
on  the  opinion  of  these  experts.    Thus  the  study  has  been  made  as  objective 
as  is  possible  with  material  of  this  kind,  and  the  results  reflect  a  compos- 
ite picture  of  the  grosser  evidences  of  parental  resistance  to  treatment, 


not  as  seen  by  any  one  person,  but  as  seen  through  the  eyes  of  a  number  of 
psychiatrists  and  social  workers  who  actually  knew  and  worked  with  these 
parents. 

d.  Background  of  the  Study 

In  Boston,  in  November,  1921,  Dr.  Douglas  A.  Thorn  began  an  investiga- 
tion to  determine  the  practicability  of  psychiatric  clinics  for  young  chil- 
dren.   Dr.  Thorn  quickly  became  enthusiastic  about  the  extraordinary  possi- 
bilities that  opened  before  him.    Soon  three  clinics  were  in  operation  under 
his  direction  sponsored  by  the  Community  Health  Association  (visiting 
nurses)  and  were  called  by  the  innocuous  but  descriptive  name  "habit  clin- 
ics".   In  1922  Massachusetts  was  the  first  state  to  provide  by  legislation 
for  a  Division  of  Mental  Hygiene,  which  was  established  as  a  part  of  the 
Department  of  Mental  Health.    The  organization  and  operation  of  child  guid- 
ance clinics  financed  by  state  funds  was  one  of  the  major  phases  of  the 
Division's  mental  hygiene  program,  which  aimed  at  prevention  of  mental  ill- 
ness.   Dr.  Thorn  was  appointed  the  first  director,  and  with  the  close  support 
of  Dr.  George  M.  Kline  the  program  was  soon  under  way.    In  June,  1923,  one 
year  after  the  Division  of  Mental  Hygiene  had  come  into  existence,  the 
Habit  Clinics  for  children  were  established  under  the  direction  of  the  Divi- 
sion.   The  purpose  of  these  clinics  was  to  help  establish  in  children  good 
physical,  mental,  and  emotional  habits  to  prepare  the  child  better  for 
adolescence  and  adulthood.    There  were  no  age  limits  specified  in  the  organ- 
ization of  the  first  clinics,  but  it  soon  became  evident  that  more  than  half 
of  the  total  number  of  the  cases  carried  consisted  of  children  of  grammar 
school  age.    On  January  1,  1939,  the  age  range  for  admittance  to  the  clinics 


was  set  from  two  to  fourteen  years  inclusive,  and  the  name  was  changed  from 
Habit  Clinics  to  the  Child  Guidance  Clinics.    The  clinics  have  accepted  in 
the  past  and  still  accept  only  children  of  normal  ability  for  treatment. 
Normal  ability,  however,  includes  all  children  who  are  not  classified  as 
feeble-minded  (IQ  below  70),  and  who  are  not  so  mentally  ill  as  to  be  clas- 
sified psychotic. 

The  aim  of  these  clinics  as  restated  in  1938  is  to       .  .  facilitate 
the  child's  emotional,  intellectual  and  social  development  in  order  that  he 
may  attain  a  more  satisfactory  adjustment  to  life."^"    The  most  important 
contribution  of  the  clinics  is  rendered  in  the  field  of  preventive  work 
with  children  in  whom  is  evidenced  the  tendency  toward  the  M.  .  .  gradual 
development  of  the  potential  neurotic,  eccentric,  delinquent  and  psychotic 
adult."2 

At  present  there  are  four  Child  Guidance  Clinics  operating  under  the 
auspices  of  the  Division.    They  are  the  clinics  at 

1.  West  End  Health  Unit 

2 .  Lowell 

3.  Brockton  School  Department 
li.  Quincy 

Cases  from  each  of  these  clinics  are  represented  in  this  study. 

The  service  of  the  Child  Guidance  Clinics  consists  of  study  and  treat- 
ment of  disturbed  children  by  a  specially  trained  group  of  experts,  includ- 

1  Commonwealth  of  Massachusetts,  Annual  Report  of  the  Commissioner 
of  Mental  Diseases  for  the  Year  Ending  December,  19jB,  p.  $2. 

2  Ibid.,  p.  51. 


ing  a  psychiatrist,  psychologist,  and  psychiatric  social  worker.    In  addi- 
tion the  clinics  offer  the  services  of  reading  tutors,  speech  therapists, 
and  occupational  therapists  for  cases  requiring  help  in  these  areas  only, 
or  in  addition  to  other  treatment.    Cases  are  divided  into  two  categories  — 
full  service  and  special  service.    Both  categories  are  represented  in  this 
study.    The  psychiatrist,  after  consultation  with  the  other  staff  members, 
decides  what  type  of  service  is  to  be  given. 

A  case  is  given  full  service  when  intensive  treatment  is  indicated. 
This  may  be  because  the  problem  is  serious,  or  because  long  term  therapy  is 
needed.    In  such  a  case  the  social  worker  obtains  a  full  social  history 
from  the  parents,  the  school,  and  perhaps  other  agencies  or  individuals. 
The  child's  physical  condition  is  determined  from  the  medical  history  and 
reports  from  outside  physicians  and  hospitals.    A  psychological  examination 
and  perhaps  achievement  tests  are  administered  by  the  psychologist.  Treat- 
ment is  then  carried  out  by  the  staff  as  indicated  by  the  findings.  During 
the  period  of  clinic  contact  the  mother  and  child  usually  have  regular 
clinic  appointments  with  the  psychiatrist  and  the  social  worker.    The  common 
division  of  treatment  is  for  the  psychiatrist  to  work  with  the  child  and  the 
social  worker  the  parent.    Sometimes  this  procedure  is  reversed,  and  some- 
times the  psychiatrist  sees  both  mother  and  child.    In  addition  to  or  in 
lieu  of  clinic  visits  by  the  mother,  the  social  worker  may  make  home  visits. 
The  social  worker  also  does  important  work  in  following  the  child's  progress 
in  school  and  in  coordinating  the  school's  program  with  that  of  the  clinic. 

Special  service  cases  are  those  in  which  intensive  treatment  is  not 
warranted  and  just  enough  information  is  needed  to  guide  the  clinic  staff 
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in  determining  future  activity.    Some  of  the  special  services  rendered  are: 

1.  Services  to  children  who  are  brought  to  the  clinic  for  diagnostic 
and  consultation  service  only. 

2.  Services  to  children  who  can  be  treated  at  the  clinic  for  a  par- 
ticular disability,  such  as  in  speech  or  reading,  without  full  service. 
Some  of  these  cases  become  long  term  in  the  course  of  time  and  receive 
other  than  the  particular  service  as  other  problems  are  revealed. 

3.  Services  to  children  who  are  referred  to  another  agency  which  is 
qualified  to  meet  their  needs,  such  as  a  school,  social  agency,  or  training 
school  of  the  Division  of  Mental  Deficiency. 

U*    Services  to  cases  where  the  psychiatrist,  after  consultation  with 
the  staff,  feels  that  the  problem  is  of  such  a  nature  that  treatment  can  be 
handled  without  full  service. 

The  fact  that  the  services  of  these  clinics  are  free  under  state  sup- 
port places  them  under  obligation  to  accept  maximum  case  loads  at  all 
times. ^    This  condition  answers  the  question  of  whether  to  give  intensive 
treatment  to  a  few  or  more  generalized  treatment  to  many.    The  policy  is  to 


refer  the  few  cases  where  intensive  treatment  is  indicated  to  private  agen- 
cies, such  as  the  Judge  Baker  Foundation,  the  New  England  Home  for  Little 
Wanderers,  and  the  Psychiatric  Clinic  of  the  Massachusetts  General  Hospital^ 
The  condition  of  maximum  case  loads  also  often  answers  the  question  of  what 
to  do  with  overtly  resistant,  uncooperative  parents.    The  answer  may  well 

3  Edgar  C.  Yerbury  and  Nancy  Newell,  "The  Development  of  the  State 
Child  Guidance  Clinics  in  Massachusetts,"  New  England  Journal  of  Medicine, 
233:11*8-153,  August,  19h$. 

k  Ibid. 
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be  as  in  one  of  the  cases  of  this  study.    "The  parents  have  failed  to  co- 
operate with  the  clinic,  and  it  is  felt  that  there  is  nothing  further  the 
clinic  can  contribute  to  this  situation."    Such  a  decision  is  not  arrived 
at  lightly,  however,  and  one  of  the  findings  of  this  study  is  that  every 
effort  is  made  to  gain  the  cooperation  of  parents  before  such  a  decision  is 
reached. 


CHAPTER  II 


THEORETICAL  CONSIDERATIONS 
IN  PARENTAL  RESISTANCE 


Parental  resistance  in  some  degree  is  a  regularly  accompanying  feature 
of  every  case  that  comes  to  the  attention  of  a  child  guidance  clinic.  It 
shows  itself  openly,  and  it  comes  cleverly  cloaked  in  disguises  that  vary 
from  partial  indifference  to  enthusiastic  cooperation,  but  it  is  present  in 
every  parent.    It  is  present  because  of  the  fundamental  nature  of  resistance 
itself.    It  is  present  because  of  the  deep  underlying  facets  of  cause  and 
effect  that  have  determined  the  child's  behavior  difficulty  in  his  relation- 
ship with  his  parent.    And  it  is  present  because  of  the  particular  kind  of 
anxiety  that  is  still  aroused  by  child  guidance  because  of  its  alliance  to 
psychiatry. 

Resistance,  as  ordinarily  thought  of  by  the  psychoanalyst,  is  a  highly 
technical  term.    Resistance  involves  the  entire  concept  of  the  unconscious; 
the  repression  by  the  ego  of  painful,  disagreeable,  or  obnoxious  impulses 
and  their  conscious  associations  into  the  unconscious;  the  resultant  neuro- 
tic symptom  formation  as  these  impulses  remain  active  and  express  themselves 
in  altered  undesirable  form;  and  finally  the  opposition  by  the  ego,  through 
a  variety  of  psychological  defense  mechanisms,  to  the  efforts  of  both  the 
analyst  and  the  individual  to  make  these  impulses  again  conscious.    If  the 
repressed  impulses  should  reach  the  conscious  level,  suffering  would  result 


because  the  impulses  were  originally  repressed  because  of  the  pain  they  were 
causing.    The  symptom  formation  represents  an  adjustment,  though  undesir- 
able, to  these  impulses;  and  the  ego  strives  against  the  consciousness  which 
would  make  a  readjustment  necessary  and  possible. 

Freud  says,  "...  the  whole  of  psychoanalytic  theory  is  in  fact  built 
upon  the  perception  of  the  resistance  exerted  by  the  patient  when  we  try  to 
make  him  conscious  of  his  unconscious."^"    Hendrick  writes,  "The  recognition 
and  analysis  of  the  unconscious  sources  of  resistance  are  a  major  reason  for 
the  therapeutic  superiority  of  the  psychoanalytic  method."**    This  deep  anal- 
ysis of  the  slightest  sign  of  an  unconscious  resistance  is  one  of  the  chief 
differences  between  psychoanalysis  and  other  forms  of  psychotherapy.  For 
the  purposes  of  this  thesis  it  does  not  seem  necessary  to  go  into  the  psycho- 
analytical method  further,  but  an  understanding  of  the  basic  psychology  in- 
volved in  the  psychoanalytical  concept  does  seem  essential  to  the  understand- 
ing of  the  grosser  forms  of  resistance  with  which  this  thesis  will  be  pri- 
marily concerned. 

Freud  gives  as  one  of  the  rules  of  psychoanalysis  a  definition  of  re- 
sistance that  comes  close  to  the  social  work  use  of  the  term.    He  says, 
"Whatever  disturbs  the  progress  of  the  work  is  a  resistance."    He  then 
qualifies  this  statement  somewhat: 

It  is  not  to  be  denied  that  during  an  analysis  events  may  occur 
which  cannot  be  ascribed  to  the  intention  of  the  person  analyzed. 
The  patient's  father  may  die  in  other  ways  than  by  being  murdered 
by  the  patient,  or  a  war  may  break  out  and  interrupt  the  analysis. 

1  Sigmund  Freud,  New  Introductory  Lectures  on  Psychoanalysis,  p. 97. 

2  Ive  Hendrick,  Facts  and  Theories  of  Psychoanalysis ,  p.  213. 
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But  despite  the  obvious  exaggeration  of  the  above  statement  there 
is  still  something  new  and  useful  in  it.    Even  if  the  disturbing 
event  is  real  and  independent  of  the  patient,  the  extent  of  the 
disturbing  influence  does  often  depend  only  on  him,  and  the  resis- 
tance reveals  itself  unmistakably  in  the  ready  and  immoderate  ex- 
ploitation of  such  an  opportunity. 3 

In  social  work  resistance  covers  any  and  all  of  a  client's  defenses 
against  treatment. ^   Resistance  is  based  on  the  same  dynamic  psychological 
principles  as  in  psychoanalysis,  but  the  use  the  social  worker  makes  of  his 
understanding  of  resistance  is  quite  different,  and  varies  as  the  aims  and 
purposes  of  the  two  professions  vary.    The  analyst  has  become  essentially  a 
technician  in  gradually  reducing  unconscious  resistance  through  interpreta- 
tion.^    The  social  worker  does  not  attempt  to  analyze  and  interpret  to  the 
client  the  deeper  unconscious  motivations  of  his  resistance.    He  is  more 
concerned  with  preventing  the  resistance  from  interfering  with  the  relative- 
ly narrow  treatment  goal  he  has  set  for  himself.    Occasionally,  when  inter- 
pretation seems  to  be  the  only  way  of  controlling  the  resistance,  and  the 
resistance  is  nearly  conscious,  it  may  be  necessary  to  use  this  method.  It 
is  much  more  expedient,  however,  to  prevent  resistance  from  becoming  active 
wherever  possible.    The  social  worker  uses  the  general  principle  that  resis- 
tance to  treatment  occurs  because  of  the  anxieties,  internal,  external,  or 
both,  which  arise  in  the  client  incident  to  the  treatment  situation,  and 
then  does  all  possible  to  reduce  or  avoid  the  causes  of  those  anxieties, 
where  resistance  already  exists,  reassurance  that  the  client's  anxiety  is 

3  A.  A.  Brill,  The  Basic  Writings  of  Sigmund  Freud,  p.  klh* 

h  William  H.  Wilsnack,  "Handling  Resistance  in  Social  Case  Work," 
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groundless,  or  at  least  capable  of  being  handled,  may  be  used.    There  can 

be  no  generalized  formula,  such  as  a  friendly,  good  natured  approach,  which 

fits  all  situations.    It  is  essential  that  any  method  employed  in  handling 

resistance  fit  the  specific  case  of  resistance.^ 

All  authorities  agree  on  the  fundamental  importance  of  the  effects  of 

7 

family  life  upon  the  development  of  the  individual.  The  relationship  of 
the  child  and  his  parents  is  the  key  determinant  of  the  attitudes  and  be- 
havior not  only  of  the  child,  but  of  the  adult  that  child  is  to  become.  In 
child  guidance  work  it  has  long  been  recognized  that  the  treatment  must  in- 
clude problem  parents  as  well  as  problem  children  if  it  is  to  be  effective. 
Most  of  the  problems  of  childhood  are  the  result  of  the  direct  stimuli  they 
receive  from  their  home  setting,  and  these  stimuli  are  not  just  the  outward 
physical  attributes  of  the  home  and  parents,  nor  always  the  readily  observ- 
able behavior  of  the  parents,  but  have  to  do  rather  with  the  emotional  tone 

B 

or  atmosphere  of  the  human  relationships  involved.      The  establishment  of 
healthy  affectional  relationships  between  the  child  and  his  parents,  where 
possible,  is  the  chief  goal  of  child  guidance  work. 

Unfortunately  this  goal  is  not  always  possible,  because  each  parent 
brings  into  the  parental  relationship,  more  or  less  deeply  ingrained  in  his 
unconsciousness,  the  attitudes,  healthy  and  unhealthy,  that  he  has  developed 
in  his  own  childhood  in  relation  to  his  own  parents,  brothers,  and  sisters. 


6  Vfilsnack,  op.  cit.,  p.  297. 
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It  is  these  unconscious  attitudes,  as  they  control  the  emotional  tone  and 
the  subjective  meaning  to  the  child  of  anything  the  parent  may  do  or  say, 
which  are  chiefly  responsible  for  the  good  or  bad  behavior  of  his  child. 
It  is  these  attitudes  when  they  are  not  good  which  interfere  with  the  exer- 
cise of  whatever  knowledge  the  parent  may  have  of  good  child  management.^ 
And  it  is  the  threat  to  these  unconscious  attitudes  which  constitutes  the 
chief  source  of  the  anxiety  of  the  parent  as  he  approaches  and  perhaps 
works  with  a  child  guidance  clinic.    The  ego  resists  these  attitudes  becom- 
ing conscious,  just  as  the  ego  of  the  neurotic  resists  the  insight  which 
would  help  to  cure  his  neurosis,  and  very  often  these  attitudes  are  estab- 
lished on  a  neurotic  basis.    Thus  is  explained,  at  least  partially,  the 
underlying  cause  of  the  parent's  irrational  angry  tirade  at  the  clinic,  his 
negativistic  response  to  the  most  rational  suggestion,  his  partial  or  com- 
plete lack  of  cooperation  in  treatment  plans,  his  irregular  attendance  or 
refusal  to  attend,  and  all  the  other  evidences  of  parental  resistance  with 
which  this  thesis  is  concerned. 

More  specifically j  jealousy  is  often  a  reason  for  parental  resistance"? 
Some  parents  are  afraid  that  the  psychiatrist  or  social  worker  may  get  a 
strong  emotional  hold  on  the  child,  thereby  estranging  him  from  them.  This 
fear  is  evident  in  several  of  the  cases  in  this  study  where  the  parents 
themselves  were  emotionally  too  bound  up  with  the  child  and  resented  any 
loosening  of  this  tie.    This  jealousy  is  not  always  shown  openly,  but  the 

9  Ibid. 
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clinic  team  can  usually  feel  it  working  against  them.    There  is  also  jeal- 
ousy between  mother  and  child  in  their  sharing  of  the  clinic  personnel  to- 
gether, the  mother  feeling  the  child  is  given  more  attention  than  she. 
More  rarely  the  element  of  jealousy  may  show  itself  between  parents  over 
the  attentions  of  the  staff. 

Guilt  is  often  associated  with  the  anxiety  the  parents  feel,  and  com- 
plicates the  problem.    They  feel  that  they  are  connected  with  the  difficulty 
of  the  child,  and  phantasy  endless  reasons  to  blame  themselves  either  in 
connection  with  their  mistakes  and  neglects  in  his  training,  or  even  in 
connection  with  his  constitutional  deficiencies.^"    Pride  also  enters  into 

this.    It  is  a  severe  blow  to  the  pride  of  a  parent  to  admit  that  his  child 
12 

is  disturbed.       Sometimes  the  parents  consciously,  as  well  as  unconscious- 
ly, feel  that  the  child's  disturbance  is  only  a  part  of  the  whole  disturbed 
situation  at  home,  and  they  realize  that  any  change  in  the  child  will  in- 
evitably affect  themselves.    In  that  case  they  defend  their  own  neurosis 
along  with  that  of  the  child. ^ 

For  all  of  these  reasons,  parents  meet  with  distrust  the  persons  who 
try  to  rid  the  child  of  the  disturbance.    Often  they  follow  the  process  of 
cure  only  reluctantly.    The  basis  of  the  resistance  is  seldom  open  and  con- 
scious; usually  it  is  unconscious  and  well  rationalized.^    It  is  the  psy- 
chiatrist or  the  social  worker  that  they  do  not  like,  or  the  distance  to 

11  Ibid. 
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the  clinic  is  too  great,  or  there  is  no  one  to  tend  the  other  baby,  or  the 
child  does  not  want  to  come,  or  there  is  illness  in  the  home,  or  countless 
other  seemingly  real  and  logical  disturbing  events  which  provide  an  oppor- 
tunity for,  as  Freud  expressed  it,  "immoderate  exploitation".^    As  to  the 
dislike  of  staff  personnel,  it  is  true  that  there  are  more  or  less  likable 
staff  personnel,  just  as  there  are  more  or  less  likable  other  people,  but 
it  is  seldom  the  person  of  the  staff  member  that  is  disliked,  but  rather 
the  danger  that  may  result  from  his  activity.    "That  this  is  so  is  most 
readily  seen  in  cases  where  the  aggression  appears  before  parents  even  have 
met  him."16 

There  are  other  parents  who  consciously  are  ready  to  cooperate  fully. 
Their  zeal  sometimes  seems  exaggerated.    They  ask  for  strict  pre- 
scriptions, and  they  are  ready  to  comply  with  all  suggestions.  .  • 
In  these  case3  the  parental  resistance  has  withdrawn  further  into 
the  unconscious,  and  appears  only  if  a  truly  inward,  not  a  merely 
external  change  of  attitude  is  demanded.    Iffhat  these  parents  are 
aiming  for  is  an  alibi.    They  want  to  transfer  responsibility  from 
themselves.    They  constantly  ask  for  external  prescriptions  with 
which  they  comply  eagerly.    Having  complied  with  them  their  con- 
science is  at  ease.    The  prescription  has  not  helped,  that  is  not 
their  fault.  .  .  But  if  one  of  the  prescriptions  really  touches  the 
sore  spot  of  the  relationship  between  parents  and  children,  then 
the  enthusiasm  to  cooperate  disappears  and  their  underlying  resis- 
tance comes  to  the  fore. 1? 

There  are  a  number  of  beliefs  prevalent  in  the  American  culture  rele- 
vant to  any  psychiatric  program,  which  add  immeasurably  to  the  difficulties 
of  a  child  guidance  program  because  of  its  use  of  psychiatry,  and  which  may 
also  be  directly  related  to  parental  resistance.    Witmer  points  out  a  number 
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of  these  attitudes. 

Most  persistent  among  American  beliefs  that  may  handicap  psychiatric 
work  is  the  faith  in  the  guiding  power  of  reason  and  the  conviction 
that  social  conformity  is  a  matter  of  conscious  control.  .  .  It  is 
still  widely  held  that  certain  children  are  naughty  more  or  less 
from  birth,  and  that  the  will  to  be  good  or  bad  is  not  only  early 
manifested  but  is  deliberately  invoked.    The  role  of  the  parent  in 
the  process  of  personality  growth  is  far  from  adequately  understood, 
and  parents  are  commonly  considered  blessed  or  to  be  pitied,  depend- 
ing upon  what  sort  of  children  God  or  fortune  has  given  them.  .  . 
The  spoiled  child's  conduct  is  to  some  extent  attributed  to  his 
parents,  and  the  neglected  or  overdominated  child  is  not  held  fully 
to  blame  for  his  actions.    Nevertheless,  even  among  the  enlightened 
there  is  little  appreciation  of  the  influence  of  emotions  as  deter- 
minants of  behavior.  .  .  The  causes  are  usually  found  in  some  weak- 
ness or  strength  of  moral  and  intellectual  fiber. 

The  man  on  the  street  tends  to  fear  the  psychiatrist  and  hold  him 
in  disrepute.    This  attitude  persists  even  after  there  has  been 
some  public  acceptance  of  mental  disorders  as  illnesses  for  which 
the  patients  are  not  to  blame.    Psychiatrists  are  generally  con- 
sidered —  even  by  their  medical  colleagues  —  narrow,  one-sided, 
unacquainted  with  the  world,  too  inclined  to  see  mental  abnormali- 
ties where  they  do  not  exist.  .  .  To  go  to  a  psychiatrist  for  help 
is  widely  considered  an  admission  of  failure.  .  .  Admitting  that 
there  is  "something  wrong  with  your  mind".  .  .  is  what  a  visit  to 
a  psychiatrist  means  to  most  people. 

It  is  with  attitudes  such  as  these  that  mental  hygiene  and  child 
psychiatry  must  work.    Much  the  same  feelings  may  enter  into  taking 
a  child  to  a  psychiatric  clinic.    The  parent  admits  to  himself  and  — 
perhaps  more  painfully  —  to  the  world  that  he  has  been  a  failure. 
There  will  be  much  gossip  about  the  matter,  he  knows,  if  it  is  ever 
discovered.    He  may  use  the  clinic  to  punish  the  child  or  to  justi- 
fy his  own  feelings  about  the  child's  unworthiness,  or  he  may  genu- 
inely be  wanting  help.    These  are  individualized  reactions,  with 
complicated  motivations.    But  the  cultural  fact  is  that  in  most 
American  communities  most  people,  regardless  of  their  attitudes  to- 
ward their  children,  regard  psychiatric  clinics  as  a  place  of  last 
resort  because,  under  whatever  auspices  they  are  conducted,  they 
connote  mental  abnormality  and  failure  of  that  control  by  reason 
which  is  so  highly  prized. 

Spranger  describes  the  anxiety  that  has  been  observed  in  parents  of 
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children  who  were  in  the  process  of  being  psychoanalyzed.    These  fears  also 
find  their  basis  in  the  common  cultural  attitude  toward  any  mental  abnormal- 
ity. 

Parents  of  problem  children  experience  the  dread  of  psychoanalysis 
as  an  immediate  danger  more  intensely  than  others.    The  very  word 
psychoanalysis  conveys  to  them  associations  of  insanity  and  the 
sanitarium.    The  activity  of  the  psychoanalyst  has  an  uncanny  con- 
notation for  them.    Frequently,  such  parents  show  a  nervous  fear 
that  some  danger  may  be  done  the  child  during  treatment  —  that 
his  mind  may  be  pulled  to  pieces,  and  similar  strange  ideas.  This 
anxiety  is  often  repressed  into  the  unconscious,  and  in  such  cases 
it  may  be  combined  with  a  conscious  theoretical  enthusiasm  for 
psychoanalysis.    Some  parents  seem  to  feel  that  everything  is  right 
as  long  as  the  child  is  kept  away  from  the  psychoanalyst,  and  that 
everything  is  wrong  once  a  psychoanalyst  works  with  a  child.  ^9 

The  attitude  of  the  usual  foreign  born  parent  is  similar  to  that  of 
other  American  parents  with  regard  to  mental  abnormalities.    However,  these 
parents  are  even  more  threatened  by  the  treatment  of  the  child  guidance 
clinics  because  they  are  more  apt  to  misunderstand  partially  or  completely 
the  aims  and  methods  involved.    Language  differences  often  handicap  treat- 
ment and  add  to  feelings  of  fear  and  distrust.    Variations  in  cultural  pat- 
terns frequently  make  it  nearly  impossible  to  impress  a  parent  with  the 
need  for  change  in  certain  areas  of  a  child's  conduct.    Conflict  between 
old  world  standards  of  behavior  and  American  standards  may  be  the  basis  of 
the  child's  problem,  but  the  parent,  with  his  attitudes  firmly,  and  usually 
unconsciously  fixed,  finds  such  an  interpretation  very  difficult  to  accept, 
and  additional  changes  in  his  adjustment  more  than  he  can  manage.  Finally, 
there  are  the  inferiority  feelings  that  so  frequently  add  to  the  difficulty 
of  working  with  minority  groups  of  all  kinds. 


19  Spranger,  op.  cit.,  p.  639. 


Summary 

In  child  guidance  two rk  all  parents  are  resistive  to  some  degree  and 
this  resistance  shows  itself  in  a  variety  of  ways.    Parental  resistance  is 
basically  explained  by  an  understanding  of  the  highly  technical  term  resist- 
ance as  used  by  psychoanalysts.    It  is  also  necessary  to  understand  the  im- 
portance of  the  close  relationship  that  exists  between  parent  and  child,  and 
the  importance  of  the  far-reaching  effects  of  the  unconscious  attitudes  that 
are    the  result  of  the  parent's  own  human  relationships  during  his  childhoods 
Specific  emotions  that  arise  and  play  an  important  part  in  parental  resist- 
ance are  anxiety,  jealousy,  guilt,  and  pride.    The  parent  who  refuses  treat- 
ment for  his  child  to  protect  his  own  neurosis  is  common.    Finally,  many  of 
the  prevalent  American  attitudes  and  beliefs  in  regard  to  psychiatry  and 
mental  abnormalities  play  an  important  part  in  parental  resistance. 


CHAPTER  III 


DEFINITIONS  USED  IN  THE  STUDY 

Definitions  of  resistance  and  of  parental  resistance,  as  used  in  this 
study,  have  been  given  in  the  preceding  chapters  and  will  not  be  repeated 
here.    However,  there  are  a  number  of  terms  in  the  schedule  and  used  in  the 
discussion  of  findings  which  require  definition  and  clarification. 

Margaret  Figge  defines  the  concept  of  rejection  as,  "...  to  reject 
means  refusal  to  accept.  .  .  A  rejecting  mother  is  one  whose  behavior  to- 
wards her  child  is  such  that  she  consciously  or  unconsciously  has  a  desire 
to  be  free  from  the  child  and  considers  it  a  burden."^    For  the  purposes  of 
this  study  the  attitude  of  a  rejecting  father  was  considered  identical  with 
that  for  the  mother.    The  relative  nature  of  rejection  was  taken  into  con- 
sideration and  a  parent  was  considered  to  be  rejecting  only  when  that  atti- 
tude seemed  to  predominate  in  his  relationship  to  his  child. 

Over  protection  is  essentially  an  oversolicitous  attitude  on  the  part 
of  the  parent  which  results  in,  to  use  Levy's  classification  of  maternal 
overprotection,  excessive  contact  between  parent  and  child;  infantilization, 
or  treating  the  child  like  a  baby;  and  prevention  of  independent  behavior. 
This  attitude  is  described  in  connection  with  the  mother  by  the  "common 

1  Margaret  Figge,  "Some  Factors  in  the  Etiology  of  Maternal  Rejec- 
tion, "  Smith  College  Studies  in  Social  Work,  2 :3 


observations:    1)  'the  mother  is  always  there1;    2)  'she  still  treats  him 
like  a  baby';    and  3)  'she  won't  let  him  grow  up'  or  'she  won't  take  any 
risks'."     As  with  rejection  the  relative  nature  of  over-protection  was 
taken  into  consideration,  and  a  parent  was  considered  to  be  overprotecting 
only  when  that  attitude  seemed  to  predominate  in  his  relationship  to  his 
child. 

A  parent's  attitude  toward  his  child  was  considered  adequate  when 
there  was  no  essential  deviation  from  normal  observable  in  the  affectional 
relationship  between  them.    The  parent  in  such  a  case  loves  his  child, 
shows  his  affection,  and  wants  to  do  the  best  for  him,  but  in  no 
manner,  and  not  necessarily  with  perfect  consistency.    There  is  a  sharp  dis- 
tinction between  an  adequate  attitude  toward  a  child  and  an  adequate  parent. 
The  adequate  attitude  refers  primarily  to  the  emotional  adjustment  existing 
between  the  parent  and  the  child.    The  term  adequate  parent  refers  to  the 
over-all  capacity  of  the  parent  for  parenthood  and  involves  his  whole  per- 
sonality make-up,  his  total  life  adjustment  —  social,  economic,  education- 
al, etc.    This  accounts  for  the  presence  in  child  guidance  clinics  of  chil- 
dren with  behavior  problems  whose  parents  have  no  pathological  emotional 
attitude  towards  them,  such  as  rejection  or  overprotection  as  defined  above. 

In  some  cases  where  the  recording  was  brief  or  did  not  touch  on  the 
subject,  it  was  necessary  to  omit  the  parent's  attitude  toward  Tiis  child 
and  call  it  unknown.    This  was  especially  true  of  the  fathers.    It  may  be 
well  to  point  out  again  that  in  order  to  avoid  the  subjective  judgment  of 

2  David  M.  Levy,  Maternal  Qverpro tec tion,  p.  37. 


the  writer  as  much  as  possible,  the  expert  opinions  of  the  psychiatrist 
and  social  worker  working  on  the  case  were  taken  as  final,  particularly  in 
regard  to  rejection  and  overprotection,  even  though  there  may  have  been 
some  variance  between  their  definitions  of  the  terms  and  those  of  the 
writer. 

Marital  relationship  refers  to  the  over-all  relationship  between  fa- 
ther and  mother.    It  was  assumed  to  be  satisfactory  when  there  was  no  di- 
rect evidence  to  the  contrary.    It  was  assumed  to  be  unsatisfactory  when 
there  was  constant  friction  and  bickering  between  the  parents,  when  there 
was  distinct  lack  of  cooperation  towards  common  goals  such  as  in  raising 
their  children,  when  one  or  both  parents  was  alcoholic,  when  one  or  both 
of  the  parents,  usually  the  mother,  repeatedly  expressed  dissatisfaction 
with  the  relationship,  or  i*ien  there  was  actual  separation.    Again  expert 
opinion  was  taken  as  final  evidence. 

A  parent's  attitude  toward  the  school  was  considered  uncooperative 
only  on  the  basis  of  direct  evidence  of  considerable  friction.    It  was 
called  cooperative  when  the  child  was  attending  school  with  reasonable 
regularity  and  the  parent  complied  with  suggestions  of  the  school  with  re- 
gard to  the  child  and  his  school  work.    If  there  was  no  evidence  one  way  or 
the  other,  the  item  was  called  unknown. 


CHAPTER  IV 
FINDINGS 


Of  the  fifty  cases  it  was  found  that  there  were  twenty-four  cases  in 
which  one  or  both  of  the  parents  were  resistant  to  treatment.    In  addition 
there  were  five  cases  in  which  one  or  both  parents  were  partially  resistant 
to  treatment,  making  a  total  of  twenty-nine  cases  in  which  parental  resist- 
ance or  partial  resistance,  as  defined  for  the  purposes  of  this  study,  was 
shown.    In  twenty-one  cases  both  parents  were  cooperative  or  their  attitude 
unknown.    A  further  breakdown  of  these  figures  is  shown  in  Table  I. 


TABLE  I 


PARENTAL  RESISTANCE  AND  COOPERATION  AS  FOUND  IN  THE  FIFTY  CASES 


Number 
of  Cases 

Percentage 

Both  parents  resistant 

8 

16 

Both  parents  partially  resistant 

3 

6 

Mother  resistant,  father  unknown 

Mother  partially  resistant,  father  unknown 

11 

22 

2 

h 

Mother  partially  resistant,  father  resistant 

2 

k 

Mother  resistant,  father  cooperative 

1 

2 

Mother  cooperative,  father  resistant 

2 

k 

Mother  cooperative,  father  unknown 

12 

2k 

Both  parents  cooperative 

9 

18 

Totals 

50 

100 

There  were  twenty  out  of  fifty  mothers  who  were  resistant  and  seven 
who  were  partially  resistant.    Twelve  fathers  were  known  to  be  resistant, 
three  fathers  partially  resistant,  and  in  twenty-five  cases  the  attitude  of 
the  father  was  unknown.    Twenty- three  mothers  were  cooperative,  and  ten  fa- 
thers were  known  to  be  cooperative. 

The  results  as  to  improvement  follow  closely  upon  expectations  with 
seven  out  of  the  eight  cases  in  which  both  parents  were  resistant  showing 
no  improvement,  while  improvement  was  almost  100%  in  the  cooperative  cases. 
The  results  were  mixed  in  the  other  categories.    These  results  are  shown  in 
detail  in  Table  II.    It  was  felt  that,  though  the  breakdown  of  resistant 
parents  into  the  numerous  categories  is  interesting  and  presents  a  more  de- 
tailed picture  of  the  parental  resistance,  the  small  number  of  cases  in  each 
category  tends  to  reduce  the  significance  and  value  of  the  results.  There- 
fore the  results  from  the  total  number  of  resistant  and  the  total  number  of 
cooperative  parents  are  presented  separately  at  the  bottom  of  the  Table  as 
being  the  more  significant  and  reliable  indicators  of  the  general  trend. 
This  procedure  is  also  followed  in  Tables  III  and  IV. 

Other  significant  findings  were  in  connection  with  the  parental  atti- 
tude toward  the  child  and  the  parental  resistance  or  cooperation  in  treat- 
ment.   Here  again  the  results  follow  quite  closely  the  expectation  that  the 
more  disturbed  relationships  between  parents  and  children  occur  mainly  in 
the  categories  of  the  resistant  parents.    These  results  are  shown  in  detail 
in  Table  III  on  page  26. 

The  problems  presented  by  the  children  in  the  fifty  cases  represent 
many  of  the  problems  met  with  in  child  guidance  work  and  vary  in  intensity 


TABLE  II 

RESULTS  OF  TREATMENT  IN  RESISTANT  AND  COOPERATIVE  CASES 


Unim- 

Improved* 

proved* 

Unknown* 

Total 

Both  parents  resistant 

1 

7 

0 

8 

Both  parents  partially  resistant 

3 

0 

0 

3 

Mother  resistant,  father  unknown 
Mother  partially  resistant, 

2 

7 

2 

11 

father  unknown 

0 

1 

1 

2 

Mother  partially  resistant, 

father  resistant 

2 

0 

2 

Mother  resistant,  father  cooperative 
Mother  cooperative,  father  resistant 

0 

1 

0 

1 

2 

0 

0 

2 

Mother  cooperative,  father  unknown 

11 

0 

1 

12 

Both  parents  cooperative 

9 

0 

0 

9 

Totals  resistant  and  partially 

resistant 

8 

18 

3 

29 

Totals  cooperative 

20 

0 

1 

21 

Grand  totals 

28 

18 

h 

50 

*  As  evaluated  in  the  record  upon  closing  by  the  social  worker. 


from  the  most  serious  to  the  least  serious,  with  no  appreciable  difference 
between  the  problems  presented  by  the  children  of  resistant  parents  and 
those  of  cooperative  parents.    These  findings  are  presented  in  Table  17  on 
page  27. 

The  sex  of  the  children  was  thirty-five  boys  and  fifteen  girls.  It 
was  interesting  that  the  average  IQ  for  the  entire  group  of  children  was 
100.5,  with  the  children  of  the  cooperative  parents  averaging  101.1  and  the 
children  of  the  resistant  parents  averaging  100  exactly.    The  average  age 
of  the  resistant  group  was  nine  years  six  months  as  compared  with  ten  years 
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TABLE  IV 


PROBLEMS  PRESENTED  BY  THE  FIFTY  CHILDREN 
IN  THE  ORDER  OF  FREQUENCY 


Resistant  Cooperative 
Problem  parents        parents  Total 


Poor  school  adjustment 

9 

13 

An 

22 

Enuresis 

c 
o 

0 

12 

Disobedience 

7 

3 

10 

Poor  social  adjustment 

I? 

L 
4 

o 

7 

Nervousness 

t 

a 
o 

Nailbiting 

k 

3 

7 

Speech 

r 

u 

Z 

o 

Stealing 

h 

2 

L 
O 

Neurotic  fears 

3 

o 

Temper  tantrums 

1 

i> 

£. 
O 

Food  capriciousness 

o 
e 

3 

Over dependence  on  mother 

3 

1 

Sibling  rivalry 

1 

3 

i, 
U 

Truancy 

3 

0 

3 

Immaturity  for  age 

0 

3 

3 

Shyness 

u 

•a 

Thumbsucking 

1 

2 

3 

DisxurDeci  sieep 

o 
s 

1 

X 

-> 

Night  terrors 

2 

0 

2 

Reading  difficulty 

2 

0 

2 

Destructiveness 

2 

0 

2 

Sex  delinquency 

1 

1 

2 

Chewing  wood 

1 

0 

1 

Soiling 

1 

0 

1 

Bed  racking 

1 

0 

1 

Running  away  from  home 

1 

0 

1 

Scratching  self  until  bleeding  occurs 

1 

0 

1 

Fire  setting 

1 

0 

1 

Lying 

0 

1 

1 

Post  encephalitic  behavior 

0 

1 

1 

Hysterical  blindness 

0 

1 

1 

Severe  head  tics 

0 

1 

1 

Hyperactivity 

0 

1 

1 

Totals 


73 


66 


139 


two  months  in  the  cooperative  group  which  does  not  seem  to  be  a  significant 
difference  though  it  may  tend  to  indicate  that  the  cooperative  group  is 
better  able  to  attend  the  clinic  alone.    Actually,  however,  using  ten  years 
as  an  age  when  most  children  can  come  to  the  clinic  alone,  an  almost  equal 
proportion  of  both  groups  of  cases  fell  in  the  age  level  ten  years  and 
above  (fifteen  children  in  the  resistant  group  out  of  twenty-nine,  and  ten 
in  the  cooperative  group  out  of  twenty-one). 

The  sources  of  referral  do  not  indicate  anything  conclusive  about  re- 
sistance, although  the  school  referred  five  more  children  of  resistant 
parents  than  of  cooperative  parents;  and,  although  the  total  number  of  co- 
operative parents  is  smaller,  one  more  cooperative  mother  referred  her  own 
child  than  among  the  mothers  of  the  resistant  parents.  The  sources  of  re- 
ferral may  be  seen  in  Table  V  on  page  29. 

The  results  with  regard  to  the  marriage  relationship  do  seem  to  indi- 
cate a  definite  tendency.  There  were  eleven  unsatisfactory  marital  situa- 
tions in  the  resistant  group  of  parents  as  compared  to  two  in  the  coopera- 
tive group.  It  can  be  conjectured  from  this  indication,  as  with  the  paren- 
tal attitude  towards  the  children,  that  there  is  probably  more  severe  emo- 
tional maladjustment  among  the  resistant  parents,  and  that  their  total  life 
situation  is  less  satisfactory. 

It  was  thought  that  the  health  of  the  mother  might  have  some  effect  on 
her  willingness  or  ability  to  attend  the  clinic,  and  hence  indirectly  af- 
fect the  judgment  of  the  clinic  staff  as  to  her  cooperativeness.  However, 
again  there  was  no  significant  difference  in  the  two  groups.    In  the  co- 
operative group  fourteen  mothers  had  good  health,  six  had  poor  health,  and 


one  was  pregnant  at  the  time  of  clinic  contact.  In  the  resistant  group 
eighteen  had  good  health,  ten  had  poor  health  (slightly  greater  propor- 
tion), and  one  was  pregnant. 


TABLE  V 

SOURCES  OF  REFERRAL  OF  THE  FIFTY  CASES 


Source  of  referral 

Resistant 
parents 

Cooperative 
parents 

Total 

School 

1U 

9 

23 

Mother 

5 

6 

11 

Hospital 

h 

3 

7 

Doctor 

3 

1 

h 

Social  agency 

2 

1 

3 

Probation  officer 

1 

1 

2 

Totals 

29 

21 

50 

The  average  length  of  time  cases  were  carried  proved  interesting. 
Cases  classified  as  resistant  were  active  an  average  of  llu3  months  while 
those  which  were  cooperative  were  active  13.2  months.    However,  the  resis- 
tant cases  made  only  an  average  of  8.3  visits  to  the  clinic  and  received 
only  2.8  home  visits  as  compared  to  an  average  of  13*3  clinic  visits  and 
3.9  home  visits  for  the  cooperative  cases.    The  resistant  cases  do  not  re- 
ceive as  much  service,  but  it  is  obvious  that  this  is  not  because  the  ser- 
vice is  not  offered  and  continued  available. 


Summary. 

A  total  of  forty- two  parents,  of  the  seventy-five  whose  attitudes  were 
known,  were  found  to  be  resistant  or  partially  resistant  within  the  meaning 
of  those  terms  in  this  study.    This  meant  that  one  or  both  parents  were  re- 
sistant or  partially  resistant  in  twenty-nine  of  the  fifty  cases.    The  sig- 
nificance of  this  resistance  is  shown  clearly  in  the  results  of  treatment. 
Of  the  twenty-nine  resistant  or  partially  resistant  cases  only  eight  im- 
proved, eighteen  were  unimproved,  and  three  were  unknown.    The  difference 
is  striking  in  contrast  to  the  twenty-one    cases  of  parents  who  were  co- 
operative, in  which  twenty  were  improved  and  one  unknown. 

It  was  also  found  that  the  more  disturbed  relationships  between  the 
parents  and  child  and  between  parent  and  parent  seemed  to  be  closely  corre- 
lated with  the  parental  resistance  to  treatment.    The  sex,  age,  IQ,  source 
of  referral,  and  the  particular  kind  of  problems  and  their  severity  all 
seem  to  make  little  difference  as  regards  parental  resistance  to  treatment. 
It  was  found  that  resistance  cases  on  the  average  were  carried  one  month 
longer  than  cases  in  which  the  parents  cooperated.    However,  they  received 
only  about  two-thirds  as  much  service  as  measured  in  clinic  and  home  visits. 
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CHAPTER  V 
PRESENTATION  OF  CASES 


Parental  resistance  to  treatment  is  a  highly  complex  problem  which 
makes  any  type  of  classification  very  difficult.    The  findings,  as  indicated 
in  Chapter  IV,  seem  to  show  that  the  parent's  resistance  may  be  related  to 
emotional  maladjustment  either  in  himself,  his  relationship  to  his  child, 
or  in  the  marital  relationship.    Categories  based  on  only  these  findings, 
however,  would  fail  to  emphasize  other  important  factors  in  individual 
cases,  and  would  not  apply  in  many  other  cases.    The  classification  used  in 
this  chapter  is  purely  arbitrary,  and  is  applied  to  cases  in  which  common 
factors  could  be  related  to  resistance.    There  is  much  overlapping,  with 
some  of  the  cases  fitting  almost  equally  well  into  several  of  the  categories* 
Some  cross  reference  will  be  used  for  this  reason.    The  difficulty  experi- 
enced by  the  writer  in  this  classification  illustrates  well  the  individual 
nature  of  each  problem  of  resistance.    A  more  intensive  study  of  each  case 
would  probably  only  reveal  more  factors  which  would  further  individualize 
each  problem  and  add  to  the  complexity  of  classification. 

The  cases  chosen  for  presentation  illustrate  well  a  variety  of  problems 
in  parental  resistance.    They  may  be  said  to  be  more  or  less  typical  of  the 
total  resistant  cases.    Certainly  they  do  not  represent  all  phases  of  the 
subject.    Three  fairly  representative  cases  of  cooperative  parents  are  pre- 
aented  by  way  of  contrast.  
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a.  Parents  gratifying  their  own  emotional  needs  by  use  of  the  child. 

These  parents,  with  the  exception  of  those  in  the  case  of  Peter,  are 

all  overprotecting.    This  classification  applies  equally  well  to  the  cases 

of  Jane  (b.  below)  and  Marie  (c.  below). 

Joe  was  referred  to  the  clinic  by  the  school  when  he  was  eight 
years  old  because  of  poor  school  adjustment  and  the  specific 
inability  to  write.    It  was  found  that  he  was  also  pugnacious 
and  very  negativistic  in  his  attitude.    The  school  reported 
that  all  of  his  work  was  poor,  and  that  he  had  to  be  continu- 
ally prodded  to  get  anything  done.    He  seemed  to  have  some 
friends,  but  for  the  most  part  was  lonely  and  solitary.  At 
the  clinic  he  was  described  as  an  odd  little  boy  who  looked 
somewhat  like  a  little  old  man.    He  was  outspoken  in  manner, 
had  black  hair  and  was  stocky  in  build.    His  IQ  was  90.  He 
was  the  only  child  of  a  couple  who  had  had  several  previous 
children  die  as  infants.    He  completely  dominated  his  mother. 
His  attitude  toward  his  grandmother  later  in  the  contact  was 
negativistic.    He  and  his  father  got  along  very  well.    Joe  was 
for  the  most  part  rather  indifferent  to  the  clinic.    Yet  it 
was  felt  that  he  was  really  rather  pleased  with  any  special 
attention  shown  him.    He  attended  clinic  for  tutoring  and 
occasional  psychotherapy  fairly  regularly  over  a  period  of 
twenty-two  months,  but  with  little  progress  being  made  because 
of  the  home  situation. 

The  mother  was  a  drab,  colorless  woman  of  1*3  who  was  nervous 
and  defensive  in  manner.    She  was  semi-invalided  by  a  heart 
condition  and  in  her  interviews  was  preoccupied  with  her  somatic 
complaints  almost  to  the  exclusion  of  the  patient.    Her  attitude 
toward  Joe  was  one  of  overprotection,  which  was  understandable 
in  view  of  the  other  children  she  had  lost.    She  was  quite  in- 
censed at  the  school  for  the  referral,  and  at  first  was  unwill- 
ing to  continue  clinic  contacts.    She  was  very  sensitive  to  any 
criticism  and  would  react  negatively  at  once.    Because  of  this 
attitude  treatment  was  focused  on  the  school  problem  through 
tutoring.    The  mother  died  in  the  middle  of  the  contact  and  the 
father  brought  his  mother  into  the  home  to  take  care  of  Joe  and 
the  house.    The  grandmother  was  described  as  a  bitter,  frus- 
trated, senile  old  woman  who  had  had  much  unhappiness  in  her 
married  life.    There  had  been  trouble  between  the  grandmother 
and  the  mother.    The  grandmother  seemed  to  feel  guilty  about 
this,  but  expressed  this  guilt  against  Joe  with  a  negativistic 
and  very  rejecting  attitude.    There  was  nothing  the  clinic 
could  expect  to  do  with  her.    Joe's  problems  became  worse  and 
his  attendance  at  clinic  irregular. 


The  clinic  decided  that  foster  home  placement  was  the  only  way- 
left  to  help  Joe.    With  this  plan  in  mind  a  special  effort  was 
made  to  reach  Joe's  father.    The  father  had  never  been  known 
to  the  clinic.    The  mother  had  described  him  as  easy-going. 
He  had  been  very  helpful  and  had  done  most  of  the  housework 
while  his  wife  was  alive.    He  was  very  warm  and  affectionate 
with  Joe,  but  excessively  indulgent.    He  enjoyed  having  Joe 
with  him  and  could  not  see  that  he  had  any  problems.  Letters, 
notes,  and  home  visits  were  tried  in  an  effort  to  contact  the 
father,  but  he  evaded  all  attempts  to  get  him  to  come  in  and 
talk  over  Joe's  situation,  although  the  grandmother  assured 
worker  that  he  had  received  the  notes  and  letters  and  knew 
when  the  worker  was  to  call.    The  case  was  closed  unimproved 
with  the  following  remark:    "We  have  contributed  all  we  can  in 
this  case  considering  the  destructive  factors  in  the  home  situ- 
ation. .  .  We  have  had  to  confine  ourselves  to  symptomatic 
treatment  and  now  have  nothing  further  to  offer.  .  .  Until  co- 
operation is  received  from  the  father  very  little  can  be  ac- 
complished." 

The  mother  in  this  case  while  she  was  alive  was  too  concerned  about  her 
own  serious  physical  problems  to  be  reached  by  any  effective  treatment.  The 
grandmother  was  a  senile,  emotionally  maladjusted  old  woman,  who  had  passed 
well  beyond  the  reach  of  even  the  most  intensive  psychotherapy.    This  plus 
the  very  destructive  attitude  she  had  towards  the  boy  made  it  essential  that 
he  be  removed  from  her  influence,  with  or  without  additional  treatment. 
While  the  father  seemed  to  represent  some  positive  factors  in  the  boy's  life, 
his  overprotecting  attitude  and  his  refusal  to  see  the  boy's  real  problems 
gave  little  hope  for  his  cooperation  in  treatment.    His  complete  refusal  to 
respond  to  the  efforts  of  the  clinic  to  talk  to  him  about  Joe  blocked  any 
further  work  that  could  be  done  in  this  case.    The  father's  resistance  to 
the  clinic  was  probably  based  on  the  threat  to  the  emotional  gratification 
he  was  receiving  from  his  relationship  with  his  son.    This  gratification  was 
likely  heightened  by  the  death  of  his  wife  and  his  loss  of  his  other  chil- 


dren 
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Peter  was  first  referred  to  the  clinic  when  he  was  four  by  a 
doctor  because  he  was  asocial  with  other  children.    It  was 
surprising  that  at  that  time  he  could  read  and  write,  although 
his  IQ  was  only  118.    He  was  a  cute,  pale  little  boy,  Scandi- 
navian in  appearance.    He  was  slow,  plodding,  and  serious  in 
manner  but  really  looked  quite  babyish.    The  school  made  the 
second  referral  two  years  later.    They  reported  that  he  loved 
to  read  and  write  and  did  very  well,  but  was  badly  maladjusted 
socially  and  quite  immature  for  his  age.    A  psychological  re- 
test  showed  an  IQ  of  123. 

« 

The  mother  was  a  blond,  harassed  looking  woman  in  her  early 
thirties.    She  presented  a  confused  appearance,  and  seemed 
rather  tense.    She  was  much  more  concerned  about  the  school 
work  than  Peter's  social  adjustment.    Although  she  seemed  to 
be  an  adequate  mother  in  most  ways,  she  was  placing  Peter's 
intellectual  achievement  above  all  other  considerations,  and 
was  unable  to  see  the  harm  she  was  doing  with  this  emphasis. 
The  father  had  been  a  welder  in  civilian  life,  but  was  now  a 
lieutenant  in  the  army.    The  referral  from  the  school  had 
been  partly  occasioned  by  the  insistence  of  the  father  that 
Peter  be  accelerated  into  the  second  grade.    The  psychiatrist 
summed  up  the  situation  tersely  as  a  "child  in  trouble  with  a 
very  stubborn  ambitious  father  who  was  determined  to  force 
him  ahead  in  school  and  to  use  clinic  to  this  end." 


Both  parents  refused  to  accept  clinic's  advice  about  keeping 
Peter  in  his  present  grade.    The  school,  of  course,  followed 
the  clinic's  recommendation  and  refused  to  accelerate  the 
boy,  although  the  father  made  himself  a  nuisance  trying  to 
change  this  decision.    Neither  parent  was  interested  or  in 
any  way  concerned  about  the  social  maladjustment  of  the  pa- 
tient and  ignored  all  advice  and  suggestions  about  this  prob- 
lem.   The  case  was  closed  unimproved  after  a  total  of  seven 
months.    There  had  been  five  clinic  visits  and  two  home  visits. 

These  parents  seem  bent  on  the  full  exploitation  of  a  rather  unusual 

talent  in  Peter,  completely  refusing  to  see  the  harm  this  one-sided  emphasis 

is  doing  to  Peter's  total  personality.    There  seems  little  doubt  that  the 

emotional  gratification  to  the  parents  from  such  a  talent  is  their  chief 

motivation  for  pushing  him  so  and  consequently  neglecting  his  socialization. 

Resistance  to  the  clinic  was  based  on  the  clinic's  attempt  to  thwart  this 

satisfaction  through  its  efforts  to  develop  a  more  healthy  attitude  towards 


the  child. 


Dorothy  was  a  markedly  disturbed  ten  year  old  child  who  was 
referred  to  the  clinic  because  her  "nervousness"  made  it  im- 
possible for  her  to  attend  school.    Physically  she  was  at- 
tractive, with  good  features;  but  her  manner  was  very  drama- 
tic with  an  unnatural  exuberance.    It  was  difficult  to  draw 
the  line  between  actual  poor  health  and  the  illnesses  of  a 
psychogenic  nature,  but  there  was  no  doubt  that  the  majority 
of  her  complaints  were  of  the  latter  variety.    Since  she  was 
a  small  child  she  had  been  using  her  illnesses  to  control  her 
parents,  and  particularly  in  regard  to  school  she  had  been  ex- 
traordinarily successful.    She  had  missed  so  much  school  that 
she  was  now  several  years  behind  her  grade  and  the  teacher 
reported  that  she  was  really  miserable  with  the  smaller  chil- 
dren.   She  had  an  IQ  of  89.    She  was  the  youngest  of  four 
children,  three  girls  and  a  boy,  born  at  irregular  intervals 
over  the  twenty  year  period  between  19 16  and  1935 • 

The  mother  was  a  huge,  unattractive,  extremely  obese  woman  of 
forty-nine  with  a  loud  nasal  voice  and  a  quick  highstrung 
manner.    She  was  the  dominant  member  of  the  family  and  had 
been  the  chief  wage  earner  for  many  years.    She  was  extremely 
overprotective  of  this,  her  youngest  child,  who  had  been  ill 
so  much.    She  was  going  through  the  menopause,  and  was  full  of 
complaints  herself.    The  father  was  a  sloppy,  unattractive 
looking  man,  too  fat  for  his  size.    He  had  an  oily  manner  and 
impressed  worker  as  lacking  sincerity.    He  had  always  been  a 
laborer  when  he  had  worked,  but  was  now  a  semi -invalid  because 
of  heart  trouble.    The  marriage  was  an  unsatisfactory  one. 
The  mother  was  in  control,  but  the  father  had  never  stopped 
struggling,  and  there  was  constant  bickering.    Dorothy  had 
learned  well  how  to  use  one  parent  against  the  other  in  this 
continuous  competitive  strife. 

Neither  of  these  parents  was  able  to  accept  or  in  any  way  co- 
operate with  the  clinic.    The  mother  was  resentful  and  suspi- 
cious from  the  beginning.    At  first  she  seemed  to  accept  in- 
terpretations and  suggestions,  but  there  would  be  no  carry- 
over at  all.    There  seemed  to  be  no  possibility  of  helping 
the  mother  understand  that  psychological  factors  entered  into 
her  daughter's  illness,  and  she  was  therefore  unable  to  do 
anything  to  improve  the  situation.    Direct  work  with  the  pa- 
tient proved  to  be  impossible.    Dorothy  refused  to  answer 
questions,  and  then  went  home  and  told  the  family  what  she  had 
been  asked.    They  turned  against  the  psychiatrist  and  would 
not  allow  Dorothy  to  talk  to  her  again.    When  the  social  work- 
er called  at  the  home,  the  parents  were  willing  to  continue 
working  with  her,  but  they  suggested  that  it  would  be  far 
better  if  she  also  had  nothing  to  do  with  the  psychiatrist. 
There  seemed  to  be  nothing  further  the  clinic  could  do  with 
this  case,  but  the  social  worker  did  help  the  family  accept 


referral  to  the  Children's  Hospital  where  it  was  hoped  that 
some  kind  of  convalescent  care  in  a  foster  home  combined  with 
psychotherapy  could  be  arranged. 

Referral  in  this  case  was  from  the  school.    It  is  doubtful  that  the 

parents  were  ever  interested  in  making  any  change.    By  their  overprotecting 

attitude  they  were  doing  all  they  could  to  prevent  this,  their  last  child, 

from  maturing  and  becoming  independent  of  them.    They  wished  to  maintain 

and  increase  the  dependence  of  Dorothy  to  meet  the  growing  emotional  needs 

of  their  advancing  years,  particularly  in  view  of  the  discord  and  lack  of 

satisfaction  in  their  marriage.    Treatment  meant  the  painful  severing  of 

all  these  unhealthy  emotional  bonds  and  the  end  of  this  neurotic  parental 

gratification.    Both  parents  resisted. 

Peggy  was  a  tiny,  blonde,  frail  little  girl  who  had  had  much 
illness  in  her  two  and  one  half  years  of  life.    She  was  very 
active  in  manner,  and  showed  interest  in  everything.    She  did 
not  respond  at  once  to  friendliness.    Her  mother  brought  her 
to  the  clinic  because  of  night  terrors,  food  capriciousness, 
and  general  irritability.    The  child  was  extremely  demanding 
of  the  mother,  and  seemed  to  be  quite  babyish  because  of  her 
frequent  illnesses.    She  had  severe  temper  tantrums  when 
crossed.    After  she  had  become  acquainted,  she  seemed  to  en- 
joy coming  to  the  clinic  and  finally  became  quite  friendly. 
She  had  an  IQ  of  10h.    There  were  two  brothers,  four  and  six 
years  older  than  patient. 

The  mother  was  a  dark  haired,  pleasant,  friendly  young  woman. 
She  talked  freely  and  frankly  and  seemed  most  sincere.  She 
was  apparently  intelligent  and  interested  in  help.    It  was 
felt  that  with  the  best  of  intentions  this  mother  had  tried 
much  too  hard  with  Peggy  and  really  needed  good  guidance  with 
her.    The  mother  herself  was  getting  into  a  sad  state  of  mind. 
She  was  having  acute  indigestion,  "undoubtedly  on  a  psycho- 
somatic basis".    The  psychiatrist  remarked,  "It  is  difficult 
to  see  how  an  otherwise  sensible  mother  has  succumbed  to  the 
childish  demands  of  such  an  infant  and  toddler."    The  father 
was  out  of  the  home  in  the  army  during  most  of  this  contact. 

This  mother  was  very  cooperative.    She  seemed  to  get  a  lot 
out  of  interviews.    She  responded  to  the  suggestion  of  putting 
the  child  in  a  nursery  school  for  part  of  each  day  and  this 


worked  out  very  well.    With  insight  she  was  able  to  relax  her 
attitude  of  oversolicitude.    Her  own  tenseness  with  regard  to 
the  child  disappeared  and  both  she  and  the  child  improved. 
Her  handling  of  Peggy  improved  greatly.    The  closing  remarks 
after  sixteen  months  of  treatment  include  the  following, 
"This  mother  who  is  sincere,  cooperative,  and  well  meaning  has 
nevertheless  a  gigantic  task  on  her  hands  to  guide  this  deli- 
cate little  girl  who  has  experienced  so  much  physical  traume." 

This  was  a  mother  who  found  definite  satisfaction  in  sharing  the  respon- 
sibility with  the  clinic  for  the  raising  of  this  sickly  child,  particularly 
in  view  of  the  father's  absence  from  the  home.    The  child's  actual  physical 
condition  provided  a  real  basis  for  an  over-solicitous  attitude,  and  the 
mother's  satisfaction  from  such  an  attitude  was  again  probably  emphasized 
by  the  father's  absence  and  the  lack  of  a  means  for  a  more  normal  emotional 
outlet.    The  clinic  was  able  to  provide  sufficient  reassurance  and  support 
to  lessen  greatly  the  mother's  anxiety  about  the  child,  and  in  that  way 
help  her  in  reducing  her  overprotectiveness.    The  mother's  cooperativeness 
can  be  attributed  chiefly  to  the  emotional  satisfaction  she  received  from 
the  clinic' s  support, 
b.  Marital  maladjustment. 

Cases  other  than  the  one  presented  in  which  this  problem  is  an  impor- 
tant consideration  include  Dorothy  (a.  above),  Phillip  (f.  below),  and  John 


(c.  below). 


Jane  was  referred  to  the  clinic  by  the  Children's  Medical  Clinic 
of1  the  Boston  Dispensary  because  of  poor  school  adjustment.  Her 
mother  soon  described  her  more  fully  as  uncontrollable,  disobe- 
dient, and  rebellious;  as  stealing,  having  an  extreme  interest 
in  sex,  and  choosing  the  worst  possible  companions.    The  case 
was  known  to  the  clinic  over  a  period  of  seven  years  during 
which  time  it  was  active  thirty-five  months.    It  was  closed  fi- 
nally in  February,  19ii6,  as  unimproved  with  a  diagnosis  of  psy- 
chopathic personality.    Shortly  afterwards  Jane  was  committed 
to  the  girl's  reformatory. 


Jane  was  an  adopted  child.    The  adoptive  parents  had  two  chil- 
dren of  their  own,  a  boy  and  a  girl  who  were  eleven  and  twelve 
years  older  than  patient,  respectively.    In  addition  there  was 
an  adopted  child  six  years  younger  than  patient.    Jane  felt 
herself  to  be  discriminated  against  and  an  outsider  in  the 
family.    She  was  ashamed  to  be  seen  on  the  streets  with  her 
parents.    She  said  that  she  would  rather  be  dead  than  adopted, 
knowing  that  she  was  adopted  and  having  -that  fact  frequently 
brought  to  her  attention.    Her  adoptive  mother  describes  her 
attitude  toward  her  parents  as  demanding,  selfish,  unreason- 
able, critical,  rebellious,  surly,  uncooperative,  insulting 
and  berating,  and  insolent.    She  seemed  to  have  very  little 
insight  into  her  problems  and  thoroughly  disliked  the  clinic. 
Her  attitude  was  poor  in  school  and  the  school  regarded  her 
as  a  serious  problem  because  of  both  her  behavior  and  very 
poor  work.    During  the  contact  with  the  clinic  it  was  felt 
that  no  improvement  occurred. 

"Mother  is  a  big,  buxom,  misshapen  woman,  apparently  wears  no 
girdle,  and  looks  definitely  pregnant  and  at  term.  Patient 
would  undoubtedly  be  embarrassed  to  be  seen  with  mother,  but 
mother  cannot  understand  this."    Mother  was  not  well.  She 
had  had  seventeen  abdominal  operations  and  had  never  been  well 
since  her  marriage.    She  said  that  she  is  easily  upset.  "Just 
take  one  look  at  me  and  I  could  fly."    In  tone  mother  is  com- 
plaining, resenting,  and  punishing;  yet  she  does  seem  to  have 
some  insight.    In  the  beginning  her  attitude  toward  patient 
revealed  a  vacillation  between  annoyance  and  amusement  at  pa- 
tient's behavior.    The  psychiatrist  said,  "I  feel  a  great  deal 
of  the  behavior  complained  of  in  the  patient  is  nothing  more 
than  a  direct  expression  of  poor  management  of  patient  as  seen 
in  the  overprotection  and  indulgence  the  family  have  provided." 

Mother's  attitude  toward  the  clinic  was  only  partially  resistive. 
She  came  to  find  some  solace  in  talking  over  her  troubles  with 
the  psychiatrist.    It  was  felt  that,  "Although  mother  contends 
to  be  most  cooperative  and  interested  in  the  procedure,  her 
endless  conversation  does  not  give  one  assurance  that  she 
actually  will  carry  out  the  instructions."    Again,  "One  feels 
that  mother's  attitude  is  by  far  the  more  encouraging  and 
worthwhile  to  work  with.    One  feels  that  given  any  encourage- 
ment or  assistance  from  the  father  she  would  be  able  to  carry 
out  the  clinic's  point  of  view  and  enforce  a  consistent  pro- 
gram of  discipline."    However,  when  the  case  was  closed  in 
1939  the  final  statement  included  this  remark,  "Over  a  year's 
period  every  effort  was  made  to  change  the  attitudes  of  the 
adoptive  parents  without  result."    The  mother  evaded  all  ef- 
forts to  have  the  child  studied  by  the  New  England  Home  for 
Little  Wanderers. 


Mother  says  that  father  always  has  been  difficult  to  live  with. 
His  standards  and  philosophy  of  life  are  very  much  at  variance 
with  mother's.     "He  seems  to  have  double  standards.    What  he 
or  someone  whom  he  likes  does,  regardless  of  the  nature  of  it, 
is  all  right,  but  if  anyone  else  digresses  in  the  slightest 
manner  he  sees  it  all  out  of  its  true  proportion.    He  is  an  un- 
reasonable tyrant,  and  one  can  never  tell  when  he  is  going  to 
have  an  outburst,  nor  can  one  predict  how  he  will  react  to  a 
situation."    He  rages  over  trifles.    With  strangers  he  is  out- 
wardly meek  and  pleasant,  but  he  always  tells  his  wife  how  he 
really  feels  later.    His  attitude  toward  patient  has  been  alter- 
nately overprotecting  and  condemning.    He  was  never  interested 
in  his  own  two  children  and  has  expressed  all  his  affection  on 
patient.    He  has  been  continuously  obstructive  of  his  wife's 
discipline  for  patient.    He  has  always  expressed  readiness  to 
defend  her  in  any  situation.    On  the  other  hand  he  is  sometimes 
much  incensed  by  small  matters.    One  time  he  will  punish  pa- 
tient without  provocation,  then  he'll  take  sides  with  patient 
and  defend  her  no  matter  how  wrong  she  is,  loudly  denouncing 
mother  and  others  for  their  unjust  treatment  of  her.  Then 
again  he'll  make  derogatory  remarks  to  patient  to  the  effect 
that  she  is  no  good  and  never  will  be  and  that  he  is  awaiting 
the  time  when  he  can  put  her  into  an  institution.    He  remarks 
that  he  does  not  care  what  she  does.    When  things  become  too 
difficult,  "I'll  pass  her  back  to  the  State." 

The  marital  relationship  is  very  unsatisfactory.    Mother  re- 
alizes that  she  and  her  husband  will  never  be  compatible  and 
tries  to  organize  family  group  without  including  him.  However, 
he  involves  himself  in  their  activities  in  most  obnoxious  ways. 
He  considers  all  women  immoral,  his  wife  included.    This  is 
easily  understood  from  his  background.    His  father  died  when 
he  was  young,  and  his  mother  lived  illicitly  with  a  man  from 
the  time  the  father  was  six  years  old.    Both  of  his  sisters 
have  borne  illegitimate  children.    Mother  says  that  he  was 
reared  in  an  atmosphere  of  deceit,  duplicity,  and  mistrust. 

He  has  a  very  strong  prejudice  against  doctors.    Mother  says 
that  on  occasions  when  the  children  have  been  ill  he  has  ad- 
vised her  to  tell  the  doctor  nothing  and  let  him  find  out  for 
himself  what  is  wrong.    His  attitude  is,  "There  is  nothing  they 
can  tell  me.    I  know  my  business.    Let  them  mind  theirs." 
Mother  considers  him  immovable  and  stolid  in  his  refusal  to 
accept  advice.    He  does  not  consider  patient  a  problem,  and 
will  therefore  not  do  anything  about  her  or  change  his  atti- 
tude in  any  way. 

The  case  was  closed  unimproved  with  the  final  note,  "Every  plan 
suggested  was  blocked  by  the  patient  or  one  of  her  parents. 
There  seems  to  be  no  further  service  clinic  can  offer." 


This  case  illustrates  a  very  bad  family  situation  which  is  immeasur- 
ably adding  to  severe  behavior  maladjustment  in  the  patient  and  which  is 
rendered  irremediable  by  the  father's  total  resistance  and  the  mother's 
partial  resistance  to  clinic  service.    Efforts  to  have  the  child  studied 
more  intensively  at  the  New  England  Home  for  Little  Wanderers  were  blocked. 
Efforts  to  place  the  child  in  another  home  were  blocked.    All  efforts  to 
improve  in  any  way  the  child's  own  home  were  in  vain.    Direct  work  with  the 
child  was  not  successful  because  the  problem  was  so  deeply  rooted  in  her 
home  environment.    Without  changing  the  home  treatment  was  useless.  Patient 
reflected  very  clearly  her  father's  attitude  toward  the  clinic  which  added 
immeasurably  to  the  difficulty  of  treatment.    Against  such  a  bulwark  of  re- 
sistance no  progress  could  be  made. 

c.  Severely  emotionally  maladjusted  or  inadequate  parents. 

The  case  of  Jane  (b.  above)  could  also  be  included  in  this  classifica- 
tion. 

Henry  was  a  shy,  retiring  youngster  of  average  appearance.  He 
was  referred  to  the  clinic  when  he  was  nine  because  of  poor 
school  adjustment.    It  was  reported  that  he  hated  going  to 
school,  and  was  having  difficulty  with  reading.    He  did  not 
respond  except  with  prodding  and  daydreamed  excessively.  His 
IQ  was  112.    Henry  was  the  youngest  of  four  children,  two  boys, 
two  girls,  who  were  born  close  together.    His  mother  reported 
that  he  was  no  trouble  at  home,  except  that  he  wanted  to  stay 
too  close  to  her,  and  it  had  always  been  difficult  to  get  him 
to  go  to  school  or  even  out  to  play  with  the  other  children. 
He  did  not  want  to  come  to  the  clinic  and  was  resistant  in  his 
attitude. 

The  mother  was  a  forty  year  old  woman  in  poor  health.    3he  ap- 
peared to  be  under  extreme  emotional  tension  which  was  partial- 
ly covered  up  with  a  veneer  of  sociability.    She  gave  the  im- 
pression of  being  intelligent,  but  withdrawn  and  miserable. 
She  had  almost  an  air  of  resignation.    Her  attitude  towards 
Henry  for  the  most  part  was  quite  good,  and  the  reasons  he 
was  so  dependent  on  her  remained  indefinite.    There  seemed  to 
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be  much  subtle  unhappiness  in  the  marital  relationship,  but 
this  also  never  took  any  definite  form.    The  father  was 
twelve  years  older  than  the  mother.    He  was  wounded  in  World 
War  I  and  received  a  medical  discharge.    He  had  been  greatly 
upset  and  would  not  see  or  talk  to  anyone  for  several  months 
after  his  discharge.    He  was  still  a  very  quiet,  reserved 
type  of  person.    He  took  no  responsibility  with  the  children, 
and  did  not  work  or  play  with  them.    His  attitude  toward 
Henry  seemed  to  be  indifferent.    He  took  no  part  in  the 
clinic  treatment. 

This  mother  was  superficially  very  cooperative  and  interested 
in  clinic  service,  but  made  very  little  effort  to  attend  regu- 
larly saying  her  own  health  and  the  family  problems  prevented 
it.    3he  was  very  difficult  to  interview  and  answered  direct 
questions  only.    Despite  the  fact  that  she  was  so  very  dis- 
turbed she  found  it  extremely  hard  to  talk  about  it.  The 
psychiatrist  felt  that  she  desperately  needed  relief  but  was 
totally  unable  to  use  catharsis.    Henry  benefited  some  from 
tutoring,  but  never  wanted  to  attend,  and  missed  whenever  he 
could.    Because  of  this  benefit  from  tutoring  the  case  was 
closed  slightly  improved,  but  there  was  never  any  improvement 
in  the  basic  situation.    The  psychiatrist  felt  that  more  in- 
tensive work  was  needed  for  effective  results  than  the  family 
cooperation  made  possible. 

This  child's  chief  problem  of  overdependence  on  his  mother  seems  prob- 
ably to  be  connected  to  an  over-all  disturbed  situation  at  home,  but  the 
mother  has  so  completely  repressed  or  inhibited  her  feelings  about  the 
situation  that  she  is  not  able  to  give  even  enough  information  to  make  the 
problem  clear,  to  say  nothing  of  receive  help  with  it.    Henry  profited  some 
by  reading  therapy,  but  no  real  improvement  occurred  because  of  the  resis- 
tance of  the  mother  which  served  to  protect  her  heurosis,  and  probably  that 
of  her  husband. 

Marie's  problems  upon  first  referral  by  the  Catholic  Charities 
when  she  was  four  included  enuresis,  nail  biting,  and  disobe- 
dience.   She  was  described  as  a  spry  little  dark  haired  girl 
with  a  bright  look.    She  was  not  at  all  afraid  of  strangers, 
but  tended  to  be  defiant  and  resistant.    She  talked  well  ex- 
cept when  tired  or  emotionally  upset  when  her  speech  tended 
to  blur.    She  had  an  IQ  of  92.    The' case  was  carried  on  a  con- 
sultation basis  with  the  Catholic  Charities  and  after  a  few 
months  was  turned  back  to  them.    When  Marie  was  seven  the 


3chool  referred  her  to  the  clinic  again.    It  was  reported  that 
she  had  always  been  a  problem  in  school  and  had  been  becoming 
progressively  worse.    She  did  not  play  with  the  other  children, 
and  pushed,  kicked  or  hit  them  without  warning.    It  was  neces- 
sary for  the  teacher  sometimes  to  protect  her  from  retaliation 
because  she  was  so  generally  disliked  by  all  of  the  other 
children.    Marie  was  an  only  child,  and  very  defiant  toward 
her  mother.    She  seemed  indifferent  to  members  of  the  clinic 
staff  in  their  efforts  to  be  friendly  with  her. 

The  mother  was  described  as  a  tall,  thin  woman  with  streight 
black  hair.    She  had  poor  teeth  and  wa3  definitely  rundown 
physically.    The  first  impression  was  of  inferior  intelligence. 
Her  poor  health  seemed  to  stem  from  what  appeared  to  be  a 
serious  goiter  condition.    Her  past  life  had  been  extremely 
unhappy.    Her  parents  had  died  when  she  was  young  and  she  had 
been  in  a  number  of  foster  homes.    There  was  a  history  of  men- 
tal illness  in  her  family,  and  mother  had  spent  some  time  in 
a  mental  hospital  prior  to  her  marriage,  though  there  was 
doubt  as  to  the  diagnosis  and  whether  she  had  been  really  men- 
tally ill  at  the  time.    The  marriage  was  very  unsatisfactory. 
It  took  place  four  months  after  the  birth  of  Marie.    The  fa- 
ther was  out  of  the  home  most  of  the  time.    He  was  an  odd  per- 
son, very  irresponsible  and  ^independable .    He  would  leave  for 
long  periods  of  time.    Mother  had  had  him  committed  to  jail 
for  non-support,  but  found  that  to  be  more  trouble  than  it  was 
worth,  so  that  at  the  time  of  last  contact  she  was  living  on 
the  amount  she  received  from  Aid  to  Dependent  Children,  and 
the  father's  whereabouts  was  unknown.    The  father  had  been 
very  overprotecting  of  Marie  and  had  encouraged  her  defiance 
of  her  mother.    Whenever  he  was  in  the  home,  he  interfered 
with  any  disciplining  the  mother  attempted.    The  mother's  atti- 
tude towards  Marie  was  felt  to  have  been  fairly  good,  although 
she,  too,  was  overprotecting.    The  problem  in  this  case  did 
not  stem  from  the  mother's  attitude  as  much  as  from  her  gen- 
eral inadequacies  and  the  very  bad  social  situation  resulting 
from  these  inadequacies. 


At  first  the  mother  seemed  anxious  for  help  and  responded  well 
to  suggestions.    Later  she  began  to  try  to  avoid  clinic  visits. 
She  was  pleasant  but  always  had  an  excuse  for  not  returning. 
The  psychiatrist  was  using  a  star  chart  to  encourage  patient 
in  improving  her  behavior.    The  mother  gave  the  child  perfect 
records  on  the  chart  in  order  to  prove  that  it  was  no  longer 
necessary  to  return  to  the  clinic.    She  was  very  annoyed  when 
the  psychiatrist  was  not  impressed  by  the  chart  and  suggested 
that  the  mother  continue  to  come  in.    The  mother  never  became 
openly  hostile  at  the  clinic,  but  she  was  extremely  paranoid 
in  most  of  her  other  community  contacts.    Her  attitude  toward 
the  school  is  indicative.    She  felt  that  all  of  the  patient's 
problems  were  the  result  of  the  teacher's  persecution.  She 
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insisted  that  her  daughter  be  transferred  to  another  school 
and  made  so  much  trouble  about  it  that  a  thorough  investiga- 
tion of  the  whole  matter  was  made  by  the  school  officials. 
There  was  no  basis  for  her  claims  and  it  was  felt  that  the 
teacher  had  really  been  protecting  the  child.    The  mother 
finally  became  so  angry  that  in  an  argument  she  lost  her 
temper  and  slapped  the  teacher.    The  clinic  had  been  con- 
cerned in  this  only  indirectly  in  supporting  the  school  in 
their  decision  to  refuse  to  transfer  the  patient.    After  the 
teacher  slapping  incident  the  clinic  closed  the  case  because 
the  school  officials  were  determined  to  have  the  mother  com- 
mitted to  an  institution. 

This  mother  was  seriously  ill  mentally,  probably  psychotic.    She  never 
mentioned  her  stay  at  a  mental  hospital  and  it  was  felt  her  resistance  to 
the  clinic  may  have  resulted  from  her  previous  contact  with  psychiatrists 
and  a  fear  of  psychotherapy.    This  woman's  paranoid  tendencies  were  skill- 
fully handled  by  clinic  personnel  and  open  hostility  was  avoided,  but  she 
was  not  amenable  to  treatment  and  no  progress  could  be  made  with  the  child 
without  treating  the  mother.    The  mother  received  too  much  emotional  grati- 
fication from  Marie  to  be  ever  willingly  separated  from  her. 

John  was  first  brought  to  the  clinic  when  he  was  three  years 
old  upon  a  doctor's  recommendation  because  of  convulsions 
during  the  night.    There  seemed  to  be  no  organic  basis  for 
these  convulsions,  and  they  were  accompanied  by  night  terrors 
and  fearfulness  of  familiar  objects  during  the  day.    A  lesser 
problem  was  that  of  poor  toilet  training.    John  was  seen  as 
as  attractive,  friendly  little  fellow,  who  was  cooperative 
and  alert.    However,  he  was  very  distract ible.    His  IQ  was  97 • 
The  second  clinic  contact  was  initiated  by  the  school  when  he 
was  eight  because  his  teacher  felt  that  he  was  poorly  adjusted 
socially  and  was  not  working  up  to  his  capacity.    He  was  day- 
dreaming to  excess.    The  last  report  of  the  school  after 
treatment  showed  considerable  improvement.    At  that  time  he 
was  doing  good  average  work  and  was  much  better  adjusted  so- 
cially.   He  still  daydreamed,  but  not  to  excess. 

The  mother  seemed  to  be  a  moderately  intelligent  person  who 
at  first  gave  the  impression  of  being  overconscientious  about 
her  two  children.     It  was  soon  realized,  however,  that  her 
interest  was  quite  superficial.    She  seemed  to  lack  basic 
knowledge  of  child  care,  and  was  not  concerned  about  filling 
this  lack.    The  father  refused  to  accept  any  responsibility 


whatsoever  for  the  care  or  training  of  the  children,  30  it 
may  be  that  mother  was  9omewhat  justified  in  feeling  extreme- 
ly resentful  about  being  tied  down  to  them  as  much  as  she  was. 
The  psychiatrist  concluded  that  this  mother  was  an  essential- 
ly maladjusted  person  and  that  the  patient's  failure  to  ad- 
just was  due  to  mother' 9  attitude  of  rejection  and  her  own 
emotional  problems.    It  wa9  also  thought  that  there  was  an 
element  of  sibling  rivalry  with  both  parents  apparently  favor- 
ing the  younger  brother. 

The  father,  as  described  by  the  mother  seemed  also  to  be  a 
socially  maladjusted  person.     She  said  that  he  was  a  "poor 
mixer"  and  would  never  meet  a  stranger  unless  the  stranger 
went  more  than  half  way.    When  mother  and  father  went  out  for 
entertainment,  father  much  preferred  that  they  go  alone. 
Mother  said  that  the  father  does  not  see  his  own  relatives  as 
much  as  she  does.    When  they  were  first  married  the  father 
played  the  piano  in  a  small  orchestra.    He  liked  this  group 
of  friends  and  sometimes  was  still  seeing  them,  but  always  on 
the  initiative  of  the  friends.    He  offered  no  cooperation  at 
all  with  the  children.    He  was.  quiet  and  withdrawn.  Mother 
said,  "He  lives  his  own  life  and  does  not  pay  much  attention 
to  the  rest  of  us."    Father  did  not  want  to  be  bothered  by 
John.    Father  was  not  affectionate  and  spent  little  time  with 
either  child. 

Mother  did  not  respond  to  the  psychiatrist  who  thought  her  a 
most  "unenthusiastic"  person.    She  had  become  resigned  to  the 
whole  situation  and  had  taken  a  completely  defeatist  attitude. 
She  remembered  that  when  she  was  patient's  age  she  had  not 
gotten  along  very  well  with  other  children  either.    She  thought 
it  would  work  out  all  right  for  him  as  it  had  for  her.  She 
minimized  all  of  patient's  difficulties,  and  either  minimized 
or  vetoed  all  suggestions  made  to  her.    She  came  to  the  clinic 
only  a  total  of  seven  times  in  the  sixteen  months  the  case  was 
open,  and  it  was  not  thought  that  any  progress  had  been  made 
with  her.    She  missed  a  number  of  appointments  and  did  not  re- 
spond to  two  follow-up  letters.    Alter  an  elapse  of  some  time 
a  final  school  visit  indicated  marked  improvement  in  the  pa- 
tient's school  adjustment.    A  home  visit  was  made  and  mother 
also  reported  some  improvement  and  said  that  she  did  not  de- 
sire any  further  service. 

In  this  case  both  parents  seem  to  be  immature,  and  essentially  malad- 
justed.   The  father  avoids  responsibility  for  his  family  by  shifting  the 
entire  load  to  the  mother.    The  mother  is  resentful  of  the  burden  but  has 
no  alternative  but  to  assume  it.    This  she  does  with  a  very  resigned,  nega- 
tive attitude.    This  attitude  represents  an  adjustment  to  an  apparently 


otherwise  intolerable  situation.    Any  treatment  plan  would  require  her  to 


discard  this  defense  and  force  a  readjustment.    The  mother  resists  any 

change  as  part  of  her  defense. 

Nick  attempted  to  set  fire  to  a  church  when  he  was  nine  and 
was  referred  to  the  clinic  by  the  probation  officer  for  study. 
At  twelve  he  stole  all  the  money  from  the  Red  Cross  donation 
boxes  at  school  and  gave  the  nearly  ten  dollars  away  to  his 
friends.    These  were  only  the  precipitating  events  that 
brought  him  to  the  clinic.    There  was  a  long  list  of  other 
minor  delinquencies.    The  school  classified  him  as  a  "habitual 
offender".    He  also  had  chronic  enuresis.    At  nine  he  was  a 
very  pathetic  appearing,  slender  child  who  looked  underweight 
and  seemed  immature  for  his  years.    Three  years  later  he  was 
described  as  a  fairly  healthy  looking  average  youngster  who 
seemed  high  strung  and  jittery.    He  hung  his  head  when  anyone 
spoke  to  him.    His  school  work  was  far  above  the  expectations 
of  an  IQ  of  76.    He  was  an  only  child.    His  mother  described 
him  as  very  affectionate.    He  likea  his  father,  but  thought 
more  of  his  mother.    He  talked  fairly  freely  with  the  psychi- 
atrist, and  the  psychologist  thought  him  friendly  and  co- 
operative. 

The  mother  was  a  small  woman  of  about  thirty  with  a  very  rough 
coarse  skin.    3he  seemed  to  be  dull  intellectually,  but  had  a 
calm,  easy-going  disposition.    She  verbalized  a  desire  to  do 
all  that  she  could  to  help  the  boy,  but  was  evasive  and  not 
frank  in  her  replies.    3he  said  that  although  Nick  was  very 
affectionate,  she  had  always  found  it  difficult  to  be  affec- 
tionate with  him.    Mother  admitted  that  he  lacked  supervision 
most  of  the  time  because  she  worked,  although  her  income  was 
not  needed.    It  was  felt  that  the  father  had  played  only  a 
small  part  in  the  family  situation.    He  had  a  very  good  dis- 
position.   He  was  youthful  and  quite  nonchalant  in  manner. 
He  tended  to  minimize  Nick's  delinquencies  as  something  he 
would  grow  out  of. 

Neither  parent  accepted  nor  cooperated  with  the  clinic.  While 
mother  professed  an  interest  in  the  clinic,  she  failed  to  keep 
appointments.    There  was  never  any  effort  made  to  supervise  or 
to  provide  supervision  for  Nick.    When  the  home  situation  was 
seen  to  be  irremediable,  placement  was  recommended  to  the  par- 
ents.   They  definitely  rejected  this  suggestion,  although  it 
was  pointed  out  to  them  that  the  boy  would  probably  be  taken 
from  them  by  the  court  if  his  behavior  did  not  improve.  The 
case  was  closed  unimproved  with  the  rollowing  notation,  "Par- 
ents have  failed  to  cooperate  with  the  clinic,  and  it  is  felt 
that  there  is  nothing  further  clinic  can  contribute  to  this 
situation. " 


This  is  a  case  in  which  the  parents  are  probably  limited  intellectual- 
ly and  are  likely  too  immature  emotionally  to  take  charge  of  this  boy. 
Mother  is  essentially  rejecting  in  her  attitude  which  results  in  her  work- 
ing and  neglecting  a  child  who  is  certainly  in  need  of  constant  supervision. 
Treatment  of  such  a  mother  would  necessitate  fundamental  changes  in  her 
total  personality.    The  father  is  overprotecting  and  is  unable  to  see  the 
seriousness  of  the  boy's  behavior.    The  recommendation  for  placement  seemed 
the  only  solution  and  the  parental  resistance  completely  blocked  this  plan. 
Shortly  after  closing,  Nick  was  sent  to  the  boy's  reformatory  by  the  court, 


because  of  another  more  serious  offense. 


d.  Opinionated  and  inflexible  mothers. 

Elizabeth  was  a  pretty  adolescent  girl  of  fourteen  when  she 
was  referred  to  the  clinic  by  a  social  worker  because  of  a 
habit  of  bed  racking  which  had  persisted  since  she  was  an 
infant.    This  problem  was  being  reinforced  and  emphasized 
by  some  of  the  other  emotional  difficulties  common  in  ado- 
lescense.    Elizabeth  had  a  quiet  and  retiring  manner  and  she 
was  submissive  and  passive  in  regard  to  her  dominating  adop- 
tive mother,  though  it  was  felt  that  there  was  much  underly- 
ing resentment  and  hostility.    She  was  never  able  to  talk 
freely  to  the  psychiatrist  because  when  she  went  home  she 
had  to  repeat  everything  that  had  been  said  to  the  adoptive 
mother.    In  school  patient  was  known  as  a  conscientious  stu- 
dent who  tried  hard  to  please.    She  had  an  IQ  of  109.  There 
were  two  other  foster  children  in  the  home,  one  a  girl 
twelve  years  older  than  patient  and  the  other  a  female  mon- 
golian idiot  six  years  younger  than  patient. 

The  adoptive  mother  was  a  woman  of  fifty  who  seemed  to  be 
exceedingly  inhibited  and  repressed  herself  and  who  seemed 
to  feel  that  everyone  else  should  be  like  her.    3he  had  a 
fixed  idea  of  the  grave  dangers  inherent  in  too  much  freedom 
for  girls  of  patient's  age  and  had  carried  over  complete  a 
set  of  standards  from  the  height  of  the  Victorian  era  which 
she  was  intent  on  forcefully  imposing  on  Elizabeth.    She  was 
not  without  insight.    She  announced  in  the  intake  interview, 
"I  know  I'm  old-fashioned,  and  probably  too  strict,  but  that 
is  the  way  it  is  to  be."    Patient  was  an  illegitimate  child 
whose  mother  had  ended  up  badly,  and  this  served  to  increase 


adoptive  mother's  fears  and  determination  to  protect  patient. 
Her  convictions  were  further  strengthened,  rather  than  weak- 
ened, by  the  unfortunate  experience  of  one  of  her  own  foster 
daughters  who  at  the  age  of  sixteen  had  escaped  the  mother's 
domination  via  an  elopement  which  later  ended  in  divorce. 

This  mother  resisted  all  efforts  of  the  clinic  to  help  this 
withdrawn  girl  in  the  way  which  would  have  been  most  effec- 
tive— by  providing  healthy  socialization  with  groups  of  boys 
and  girls  her  own  age.    The  mother  allowed  her  to  join  a 
church  group  which  met  once  a  week,  but  would  never  let  her 
attend  any  of  the  frequent  parties  and  dances  which  they  had. 
She  was  allowed  to  attend  none  of  the  social  events  of  the 
school  such  as  dances,  shows,  athletic  events,  etc.    The  mother 
also  effectively  blocked  any  direct  psychotherapy  by  the  psy- 
chiatrist by  demanding  a  verbatim  account  of  interview  from 
the  patient  when  she  reached  home.    As  a  result  Elizabeth 
never  expressed  any  other  than  the  most  commonplace  observa- 
tions, though  there  were  some  indications  of  feeling.  The 
psychiatrist  concluded  that  the  patient  was  resentfully  sub- 
missive to  mother,  and  could  not  be  helped  while  mother's 
attitude  persisted.    After  nine  months,  five  clinic  visits, 
and  five  home  visits  the  case  was  closed  with  the  following 
comment,  "This  case  is  being  closed  because  at  this  time  the 
home  situation  and  attitude  held  by  the  mother  seem  to  be 
unalterable  and  without  cooperation  from  this  end  and  with 
the  patient's  reluctance  to  communicate  freely  in  psycho- 
therapy it  is  felt  that  no  further  service  can  be  rendered." 

This  mother's  overstrict  and  outdated  behavior  standards  are  complete- 
ly stifling  all  healthy  impulses  which  Elizabeth  might  have  towards  ex- 
pressing the  normal  feelings  of  a  young  adolescent.    These  emotions  are 
therefore  combining  with  the  hostility  she  feels  and  are  being  expressed 
in  the  increased  activation  of  the  long-standing  neurotic  symptom  —  bed 
racking.    The  mother's  domination  is  still  so  successful  that  there  seems 
to  be  no  possibility  of  relieving  this  girl.    The  mother's  inflexible  at- 
titude represents  her  own  training  reinforced  by  the  personal  experience 
with  two  girls  gone  wrong. 

Charles  was  first  brought  to  the  clinic  by  his  mother  when 
he  was  just  two  years  old.    At  that  time  his  problems  in- 
cluded enuresis,  soiling,  thumb  sucking,  food  capriciousness 
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and  disturbed  9leep.    He  was  known  again  when  he  was  eight 
years  old.    The  problem  that  disturbed  hi3  mother  most  at 
this  time  was  his  habit  of  chewing  holes  in  his  clothes. 
He  also  chewed  wood,  and  did  not  obey  immediately.  Charles 
was  3een  as  a  blonde,  bright-eyea,  smiling  youngster  with 
an  effervescent  manner.    In  the  psychological  examination 
he  adjusted  immediately  to  the  test  situation  and  made  a 
score  of  125.    He  appeared  to  be  a  happy,  energetic  child 
with  prompt,  deliberate  reactions.    He  complained  cheer- 
fully to  the  psychiatrist  that  whenever  anything  goes  wrong 
in  the  neighborhood  he  fully  expected  to  be  blamed  by  both 
the  neighbors  and  his  mother.    There  was  one  male  sibling 
born  seven  years  after  patient. 

Mother  made  a  good  first  impression.    She  was  an  attractive, 
well-dressed,  Jewish  woman  who  seemed  to  be  intelligent  and 
capable.    3he  seemed  to  be  a  very  energetic  and  determined 
person  and  she  prided  herself  on  her  neatness  and  cleanli- 
ness .    However,  she  proved  to  be  very  excitable,  and  as  she 
talked  her  voice  arose  until  she  was  almost  shouting.  On 
the  first  contact  with  the  clinic  she  said  that  she  was  con- 
stantly under  emotional  tension  and  had  cried  easily  since 
the  birth  of  the  patient.    Her  attitude  toward  Charles  was 
definitely  rejecting.    During  the  pregnancy  she  had  been 
distressed  and  disturbed  and  there  was  much  vomiting.  She 
was  terrified  at  the  thought  of  another  pregnancy.    She  was 
described  by  both  the  social  worker  and  the  psychiatrist  as 
very  aggressive  towards  patient,  constantly  yelling  at  him, 
nagging,  and  inconsistent  in  her  demands. 

At  the  end  of  the  first  interview  this  mother  was  described 
as  very  opinionated  and  inflexible.    3he  soon    made  it  clear 
that  she  was  totally  unreceptive  to  clinic's  suggestions.  It 
was  felt  that  she  had  come  to  the  clinic  with  preconceived 
ideas  of  what  she  was  to  be  told,  and  she  was  openly  dissat- 
isfied with  any  other  ideas.     The  first  contact  wa9  very 
brief  and  ended  because  of  lack  of  cooperation  and  because 
mother  failed  to  keep  appointments.    In  the  second  contact 
the  mother  was  somewhat  less  antagonistic,  but  failed  to  agree 
with  or  carry  out  any  of  the  suggestions  made  to  her.  Her 
reason  for  not  attending  clinic  regularly  was  her  year-old 
son.    She  could  find  no  one  to  tend  him  and  it  was  difficult 
to  bring  him  with  her.    The  clinic  considered  sending  a  worker 
into  the  home,  but  this  was  impossible  because  of  the  shortage 
of  staff.    The  case  was  therefore  closed,  having  been  open  a 
total  of  nine  months  during  which  time  there  had  been  only 
five  clinic  visits  and  one  home  visit. 

This  is  a  mother  who  has  seemingly  come  to  the  clinic  motivated  by  a 

sense  of  guilt  for  her  rejection  of  the  child  and  seeking  reassurance  that 


her  present  methods  of  handling  the  boy  are  justifiable.    The  clinic,  far 
from  reassuring  the  mother,  had  no  course  but  to  attempt  an  improvement  in 
the  maternal  attitude,  which  threatened  the  mother  so  that  she  withdrew 
from  the  contact.    She  could  assume  no  real  responsibility  for  the  distur- 
bance of  her  child, 
e.  Intelligent  parents. 

The  two  cases  presented  in  this  classification  show  the  possibilities 
of  working  with  such  parents  when  they  are  cooperative  and  when  they  are 
partially  resistant.    The  other  side  of  the  picture  is  shown  equally  well  in 
the  cases  of  Peter  (a.  above)  and  Mary  (f.  below),  in  which  intelligent  par- 
ents were  so  resistant  as  to  block  completely  all  efforts  of  the  clinic. 

When  Dick  was  first  referred  to  the  clinic  when  he  was  seven 
he  had  a  variety  of  problems  including  grimacing,  chewing 
clothes,  food  capriciousness ,  and  bizarre  behavior  in  school* 
The  referral  was  from  a  doctor.    Five  years  later  the  school 
referred  Dick  to  the  clinic  because  of  poor  school  adjustment. 
Dick  was  a  sturdy,  well  built  boy  with  a  dark  complexion  and 
an  alert  expression.    His  IQ  was  101.    He  obviously  did  not 
enjoy  being  at  the  clinic.    On  the  second  contact  he  was  in 
the  midst  of  a  marked  adolescent  rebellion.    He  was  very  dis- 
respectful to  his  mother,  and  said  that  he  thought  both  of  his 
parents  were  dominating  and  dictatorial.    In  school  he  was 
troublesome  and  not  popular.    He  had  a  number  of  peculiar  man- 
nerisms which  he  used  to  attract  attention.    His  work  was 
average.    He  was  the  youngest  of  two  boys  four  years  apart. 

The  mother  was  a  large  woman  in  her  early  forties  with  graying 
hair.    She  had  poor  health  and  a  tired  manner.    She  did  not 
look  well.    3he  was  alert  and  intelligent,  however,  and  made 
a  good  impression.    She  took  her  motherhood  very  seriously  and 
had  some  insight  into  her  own  attitude  of  oversolicitude,  but 
felt  that  it  could  not  be  helped.    She  had  never  been  able  to 
discipline  the  boys.    Her  tendency  had  been  to  isolate,  domi- 
nate and  protect  them.    The  father  had  a  good,  even  disposition 
and  was  not  a  worrier.    He  had  worked  his  way  through  college, 
but  had  fallen  short  of  a  much  coveted  law  degree.    His  chief 
interests  were  law,  music  and  his  family.    He  seemed  to  be  the 
stronger  character  in  the  situation,  but  reflected  much  of  the 
mother's  overprotectiveness. 
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It  was  possible  to  work  with  these  parents  and  it  was  felt 
that  some  reconstruction  of  their  attitude  towards  Dick  was 
accomplished.    However,  although  there  was  much  verbal  com- 
pliance to  suggestions,  much  less  than  desired  seemed  to 
carry  over  into  actual  practice.    Direct  work  with  Dick  was 
effective  and  the  case  was  closed  after  fifteen  months  im- 
proved.   The  final  summary  included  the  remark,  "There  was 
a  lack  of  cooperation  in  this  family,  though  the  parents 
were  well  meaning." 

This  case  is  fairly  representative  of  those  in  which  the  resistance 
was  partial.     These  pverprotecting  parents  were  finding  it  extremely  diffi- 
cult to  loosen  their  hold  on  this  adolescent  boy.    Treatment  centered  on 
the  boy  and  was  effective.    The  parental  resistance  was  not  a  decisive  fac- 
tor in  the  case  though  it  was  felt  by  the  staff  throughout.    Progress  was 
made  with  the  parents  despite  their  resistance. 

June  was  a  well  developed,  husky,  red-haired  adolescent  girl 
who  was  referred  to  the  clinic  by  the  school  nurse  because  of 
a  poor  school  adjustment.    The  mother  reported  that  she  had 
also  been  disobedient,  headstrong  and  sassy,  and  never  assumed 
any  responsibilities  in  the  home.    She  had  had  several  attacks 
of  what  appeared  to  be  hysterical  blindness.  Psychological 
examination  revealed  that  she  was  a  bright  girl  with  an  IQ  of 
129.    The  psychiatrist  reported  that  she  came  in,  took  the 
floor,  and  conversed  volubly,  loudly,  and  dramatically  in 
carefully  enunciated  phrases  as  though  on  a  stage.    She  was  a 
self-centered,  highly  imaginative,  bright  child  without  enough 
challenge  in  school  or  at  home.    In  addition  it  seemed  that 
she  felt  rejected  by  her  parents  and  displaced  in  their  af- 
fections by  a  sister  three  years  younger  who  appeared  to  be  a 
model  child.    The  school  was  very  cooperative  with  the  clinic, 
and  took  a  special  interest  in  this  girl,  who  had  transferred 
in  from  out  of  state.    They  had  made  the  mistake  of  placing 
her  with  a  slow  group  of  students,  and  rectified  this  by 
putting  her  with  the  best  group.    In  addition  she  was  helped 
to  join  the  dramatic  club  and  was  given  an  opportunity  to 
edit  a  school  newspaper.    The  school  maladjustment  changed 
overnight.    June  enjoyed  the  extra  attention  she  was  given 
at  the  clinic  and  responded  well  to  the  psychotherapy. 

The  mother  was  a  tall,  slender,  plainlooking  woman  of  forty. 
She  had  a  pleasant,  cultured  manner,  was  well  educated,  and 
proved  to  be  a  woman  of  poise  and  composure  who  talked  well, 
showed  insight  and  tried  to  be  objective.    It  was  felt  imme- 
diately that  she  would  cooperate  to  the  best  of  her  ability. 


51 


It  seemed  to  be  true  that  she  favored  the  younger  daughter, 
but  she  was  aware  of  this  and  the  problem  was  not  serious. 
Mother  had  worked  until  patient  was  in  the  third  grade. 
This  had  probably  contributed  to  the  feelings  of  rejection. 
The  father  was  home  on  weekends  only  and  seemed  to  have  an 
excellent  relationship  with  both  of  his  children.    He  did 
become  quite  annoyed  when  June  became  pesky  and  disobedient, 
and  as  a  result  of  this  was  perhaps  spending  more  time  with 
her  sister. 


These  parents  were  seriously  concerned  about  their  daughter's 
behavior  and  were  sincere  and  conscientious  in  their  efforts 
to  help  her.    The  mother  responded  very  well  to  case  work 
service  at  home,  and  both  parents  cooperated  in  overcoming 
any  possible  reason  for  jealousy  of  the  younger  sister  or 
feelings  of  rejection.    The  case  was  closed  at  the  end  of 
one  year  with  the  situation  greatly  improved. 

These  parents  are  emotionally  mature,  well  adjusted  people  of  far  bet- 
ter than  average  intelligence  and  education.    Their  attitudes  toward  their 
children  are  unusually  adequate,  and  they  have  insight  and  are  able  to  look 
at  this  problem  objectively.    They  are  in  no  way  threatened  by  the  clinic 
and  are  ready  to  receive  and  use  any  advice  which  the  clinic  has  to  offer. 
The  problem  in  the  home  is  one  of  sibling  rivalry  of  which  the  parents  are 
already  aware  and  ready  to  work  with.    With  both  the  school  and  the  parents 
so  willing  and  able  to  cooperate,  this  was  certainly  an  ideal  treatment 


situation . 


f.  Adopted  children  in  trouble  with  adoptive  parents. 

The  cases  of  Jane  (a.  above)  and  Elizabeth  (d.  above)  could  also  be 


included  in  this  classification. 


Mary  was  referred  to  the  clinic  by  the  school  when  she  was 
eight  because  of  a  habit  of  scratching  her  arms  and  legs 
until  they  were  a  mass  of  sores.    Her  mother  also  reported 
that  at  home  she  was  whiny  and  fussy  and  tended  to  be  de- 
structive.   3he  had  had  this  habit  of  scratching  since  she 
was  an  infant.    She  was  an  adopted  child,  and  her  parents 
had  had  a  child  of  their  own  shortly  after  adopting  patient. 
Mary  was  very  much  aware  of  being  adopted  and  it  was  evident 
that  she  felt  insecure  in  her  home.    She  strongly  resented 
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her  younger  brother,  and  felt  rejected  herself.    3chool  re- 
ports indicated  that  there  was  no  problem  with  her  behavior, 
and  that  her  work  was  generally  fair  although  it  fluctuated 
greatly.    At  the  clinic  she  was  seen  as  a  shy,  pale  little 
girl  who  was  very  cooperative  and  seemed  to  enjoy  the  clinic 
atmosphere  very  much.    Her  IQ  was  95. 

Mary  was  brought  to  the  clinic  by  both  of  her  parents  and 
it  was  soon  evident  that  the  father  was  the  dominant  figure 
in  the  home.    The  mother  was  an  attractive  woman,  but  she 
was  very  guarded  and  defensive  and  had  little  to  say.  The 
father  was  a  salesman  and  had  the  typical  aggressive  yet 
friendly  personality.    He  sold  books  to  schools  and  there- 
fore felt  that  he  knew  all  the  answers    to  children's  prob- 
lems.   He  admitted,  however,  that  this  scratching  baffled 
him  and  he  would  like  to  know  what  to  do  about  it.  Both 
parents  constantly  compared  patient  to  her  younger  brother, 
who  in  their  eyes  was  a  model  child.    It  became  clear  that 
both  parents  completely  rejected  Mary  and  there  seemed  to 
be  some  evidence  of  their  demanding  more  from  her  than  she 
was  intellectually  capable  of  giving. 

It  was  questionable  from  the  beginning  as  to  how  ready  these 
parents  were  to  accept  help.    The  father,  particularly, 
found  it  difficult  to  accept  the  clinic  and  showed  great  re- 
sistance and  antagonism.    He  spent  much  time  in  interviews 
building  himself  up  by  talking  of  world  affairs  and  telling 
in  detail  about  his  work.    He  at  first  completely  rejected 
an  initial  tentative  interpretation  concerning  sibling  rival- 
ry, and  built  up  a  fine  picture  of  sibling  love.    He  was  un- 
able to  accept  patient's  pleasure  at  coming  to  the  clinic, 
and  felt  that  she  considered  it  a  treat  instead  of  a  punish- 
ment.   Neither  parent  was  able  to  admit  his  failure  to  cope 
with  this  child,  nor  could  they  accept  patient's  problems 
on  an  emotional  level.    The  case  was  open  only  four  months, 
during  which  time  there  were  four  clinic  and  two  home  visits. 
During  the  clinic  contact  no  change  of  attitude  on  the  part 
of  either  parent  or  patient  could  be  seen.    Mary  was  still 
showing  all  of  her  symptoms  on  closing.    The  case  was  closed 
unimproved  upon  receipt  or  a  note  from  the  father  which  said 
that  the  clinic  had  confirmed  his  suspicions  of  sibling 
rivalry  and  that  the  situation  was  greatly  improved.  He 
could  now  carry  on  without  further  help. 

The  problem  in  this  case  centered  around  the  anxiety  and  insecurity  of 

an  adopted  girl  competing  for  the  love  and  affection  of  adoptive  parents 

against  the  younger  and  favored  brother  who  was  the  natural  child  of  the 

adoptive  parents.    The  adoptive  parents  were  intelligent  and  well-meaning 
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and  considered  them3elve9  adequate  as  parents.    They  were  unable  to  under- 
stand or  cope  with  Mary' 9  problem  and  were  greatly  threatened  by  this  fail- 
ure.   This  plus  a  considerable  amount  of  guilt  about  preferring  their  own 
child,  which  they  could  not  admit,  made  clinic  visits  hazardous  to  them  and 
resistance  inevitable.    Both  parents  were  too  insecure  to  admit  their  own 
mistakes  and  responsibilities  with  Mary  and  withdrew  from  treatment. 

Phillip  was  referred  to  the  clinic  by  the  school  when  he  was 
in  the  second  grade  because  he  was  having  trouble  with  reading. 
When  his  adoptive  mother  brought  him  in,  however,  she  wa9  more 
concerned  about  a  speech  defect,  which  she  claimed  caused  his 
backwardness  in  reading.    It  was  also  noted  that  he  chewed  his 
fingernails  and  was  unusually  docile,  subdued,  and  inhibited. 
Phillip  was  an  attractive  child,  small  in  stature  for  his  age, 
with  a  swarthy  complexion,  brown  eyes,  and  dark  hair.    He  had 
an  IQ  of  105.    He  was  the  second  of  two  children  with  a  sister 
four  years  older  than  he. 

The  adoptive  mother  was  a  tall,  nice  looking  girl  with  a  cold, 
detached  manner.    She  was  reticent  in  talking  about  herself  or 
the  patient  and  seemed  rather  indifferent  about  the  clinic. 
However,  she  was  interested  in  the  patient's  getting  help  with 
his  speech  problem.    3he  was  very  hazy  about  the  details  of 
the  birth  and  the  early  development  of  the  patient  and  dia  not 
say  that  he  was  adopted.    By  chance  the  background  of  the  pa- 
tient was  learned.     The  psychologist  remembered  the  case  from 
a  number  of  years  before  when  she  was  working  with  an  agency 
that  did  child  placing.    Phillip  was  the  illegitimate  son  of 
his  adoptive  father  by  a  woman  whom  he  had  wished  to  marry. 
The  adoptive  mother  had  refused  to  grant  the  father  a  divorce 
so  the  real  mother  of  Phillip  had  taken  him  to  the  child  plac- 
ing agency  for  foster  care  so  that  she  could  work.    The  father 
and  the  adoptive  mother  had  come  to  the  agency,  and,  after  all 
the  facts  were  known,  were  given  the  boy.    The  real  mother 
also  joined  the  family  and  they  all  lived  together  for  the 
next  two  years.     The  real  mother  then  died  of  cancer  and  the 
child  was  legally  adopted  by  both  of  the  present  parents. 

In  view  of  this  unusual  information  the  question  arose  as  to 
whether  or  not  to  let  the  adoptive  mother  know  how  much  was 
known  by  the  clinic.    It  was  decided  that  if  she  chose  to 
talk  about  it,  given  the  opportunity,  some  benefit  for  the 
child  might  result.    There  seemed  to  be  no  reason  why  the 
subject  should  be  deliberately  brought  up  by  the  clinic.  The 
mother  never  responded  to  any  opportunity  to  talk  to  either 
the  social  worker  or  the  psychiatrist.    She  regarded  the 


speech  les3on9  as  the  only  reason  for  attending  the  clinic,  and 
never  varied  in  this  attitude.    Attendance  for  these  lessons 
was  irregular,  and  after  fourteen  lessons  over  a  period  of 
eleven  months,  mother  refused  to  come  any  more  because  she 
could  see  no  improvement.    For  this  reason,  and  because  the 
clinic  felt  there  was  no  help  with  the  speech  at  home,  the 
case  was  closed. 

It  appears  to  be  quite  obvious  why  a  woman  in  such  a  situation  as  this 
would  be  emotionally  blocked  in  working  with  the  clinic.    Her  associations 
in  connection  with  the  child  would  likely  be  too  painful  for  her  to  talk 
about  in  any  but  the  most  intensive  treatment  situation.    It  is  also  quite 
probable  that  her  rejection  of  the  child  was  so  strong  that  she  could  have 
but  the  slightest  desire  to  help  him  with  his  speech  lessons  or  any  of  his 
other  problems.    The  psychological  implications  of  this  case  were  too  numer- 
ous and  severe  to  be  handled  on  a  superficial  level,  but  the  mother  was  too 
withdrawn  and  aloof  to  permit  any  other  approach, 
g.  Foreign  born  parents. 

These  cases  illustrate  two  of  the  many  possible  attitudes  toward  treat- 
ment which  might  be  met  in  dealing  with  foreign  born  parents. 

George  was  referred  to  the  clinic  when  he  was  eleven  because 
of  poor  school  adjustment;  the  school  reported  that  he  made 
no  effort  at  all  in  his  work,  that  he  found  arithmetic  par- 
ticularly difficult,  and  that  in  addition  he  was  bullying 
younger  children.    His  parents  said  that  he  was  stubborn, 
quarrelsome,  and  disobedient  at  home.    He  was  also  enuretic. 
George  was  an  attractive,  husky  boy  with  dark  curly  hair, 
dark  eyes,  and  tan  skin.    He  was  pleasant  and  friendly  in  his 
manner  at  the  clinic  at  first,  but  after  his  parents  had  had 
him  circumcised,  without  consulting  the  clinic,  in  an  effort 
to  cure  his  enuresis,  George  seemed  to  fear  the  clinic  and 
was  very  resistant.    George  was  the  middle  of  five  boys  and 
girls  born  in  rapid  succession  and  his  mother  was  pregnant 
with  a  sixth  child.    He  had  an  IQ  of  97. 

The  mother  was  a  heavy,  untidy,  foreign  born  woman  of  forty. 
She  had  a  prominent  nose  and  protruding  teeth.    The  family 
lived  in  squalid  surroundings  and  the  mother  seemed  complete- 
ly overwhelmed  by  the  burdens  of  her  family  and  housekeeping. 
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She  was  thoroughly  defeatist  in  her  attitude.    She  was  some- 
what concerned  about  George's  problems,  but  felt  that  she 
could  not  do  anything  about  them.     The  father  was  a  tall, 
gray  haired  man  who  was  a  naturalized  citizen  from  Syria,  but 
who  looked  not  at  all  foreign.    He  was  the  owner  of  a  barroom. 
His  attitude  toward  his  son  seemed  to  be  adequate,  but  he  was 
rather  philosophical  about  the  enuresis  and  did  not  think  the 
other  problems  serious. 

Neither  of  these  parents  accepted  or  cooperated  with  the  clin- 
ic.    It  was  never  possible  to  get  the  mother  to  attend  the 
clinic  with  George.    His  father  brought  him  once  and  he  came 
alone  once.    The  mother  seemed  to  have  no  insight  into  the 
seriousness  of  the  patient's  problems,  and  had  no  real  desire 
to  do  anything  about  them.    Eight  home  visits  were  made  to 
talk  to  the  mother,  but  it  was  felt  that  no  progress  was  made. 
In  the  initial  interview  the  father  seemed  to  associate  the 
clinic  with  mental  illness  and  was  somewhat  resentful  about 
the  school  referral.    After  he  had  been  reassured  on  this 
point,  he  no  longer  regarded  the  clinic  seriously  and  assumed 
the  attitude  that  he  was  doing  the  clinic  a  favor  by  coming. 
Before  closing  the  case,  the  worker  visited  the  father  at  his 
barroom.    He  assured  her  that  he  would  bring  the  boy  to  the 
clinic  the  next  day.    The  appointment  was  broken  with  no  call 
from  the  family.    The  case  was  closed  after  nine  months  unim- 
proved because  neither  the  patient  nor  his  parents  would  at- 
tend or  cooperate  with  the  clinic. 

Five  children  in  rapid  succession  thrust  upon  a  mother  probably  not  too 
adequate  in  the  first  place  would  drain  her  of  all  she  had  to  offer  them 
long  before  their  emotional  needs  could  be  met.    After  years  of  struggle  her 
attitude  had  become  negative  and  resigned  in  order  to  bear  her  life.    To  as- 
sume responsibility  for  the  clinic  program  added  to  her  burden,  and  forced 
her  to  discard  some  of  her  resignation  and  make  another  adjustment,  which 
she  was  unwilling  or  unable  to  do.    Father  thought  the  problems  not  worth 
the  expenditure  of  his  time  away  from  his  business. 

3am  was  referred  to  the  clinic  by  the  probation  officer  when 
he  was  fifteen.    He  was  involved  with  some  other  boys  in 
stealing  a  car.    This  was  Sam's  first  offense,  and  the  proba- 
tion officer  felt  that  it  was  more  a  matter  of  bad  companions 
than  a  real  delinquent  tendency.    There  was  also  a  very  bad 
family  situation.    The  boy  was  rejecting  of  his  parents  to  an 
extreme  degree  because  of  their  old-world  Greek  customs  and 


habits.     Sam  was  a  handsome,   black  haired  boy  who  appeared 
much  older  and  acted  more  mature  than  his  years.    His  IQ  was 
102.    He  responded  well  to  psychiatric  treatment.    He  did  not 
like  to  come  to  the  clinic,  but  was  cooperative  and  mad©  good 
use  of  the  interviews.    The  school  reported  that  3am  had 
gotten  a  little  out  of  hand  sometimes  but  nothing  serious. 
His  work  was  usually  satisfactory.    He  had  a  brother  a  year 
younger  than  he. 

The  mother  was  a  plump,  rather  worn  looking  little  woman  of 
thirty-five.    She  was  more  quiet  and  placid  than  the  father, 
and  seemed  to  be  completely  dominated  by  him.    She  was  over- 
whelmed by  the  disgrace  3am  had  brought  to  the  family,  but 
seemed  otherwise  an  adequate,  affectionate  mother.    The  father 
was  a  short,  nervous  little  man,  ten  years  older  than  his  wife. 
He  was  obviously  tense  and  very  excitable.    Like  the  mother 
he  was  very  concerned  about  the  disgrace  of  his  son's  action, 
but  seemed  a  good,  well-meaning  parent. 

These  parents  were  most  anxious  for  help  with  their  boy,  and 
were  extremely  appreciative  of  the  clinic's  service.  They 
talked  freely  about  the  problems  they  were  facing  with  3am 
and  seemed  to  gain  real  insight  from  the  interviews.  They 
carried  out  to  the  best  of  their  ability  every  suggestion 
made  to  them,  and  developed  what  seemed  to  be  a  much  more 
wholesome  attitude  towards  the  boy.    This  change  in  parental 
attitude  in  addition  to  the  change  in  Sam  through  psychiatric 
treatment  resulted  in  marked  improvement  in  the  entire  situa- 
tion.   The  case  was  closed  after  eleven  months. 

This  case  represents  cooperation  of  parents  under  circumstances  which 
might  well  have  ended  tragically  without  such  cooperation.    The  parents  were 
at  a  disadvantage  in  an  adolescent  revolt  which  was  aggravated  by  the  clash 
of  the  two  cultures  involved.    Because  they  were  adequate,  well-meaning  par- 
ents, not  too  emotionally  involved  in  the  situation,  they  were  able  to  be 
helped  by  the  objective  point  of  view  of  the  clinic  and  could  receive  and 
profit  by  insight.    At  the  same  time  Sam  was  exceptionally  amenable  to  psy- 
chiatric treatment,  which  undoubtedly  aided  the  parents  in  readjusting  their 
attitudes.    The  combination  proved  to  be  an  ideal  treatment  situation  and 
the  results  were  excellent. 
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h.  Successful  treatment  without  parental  participation. 

Ellen  was  an  attractive,  brown-eyed,  dark-haired  girl  who  waa 
well  groomed  and  who  had  an  exceptionally  attractive  personal- 
ity.   It  was  apparently  on  the  basis  of  this  personality  that 
she  had  succeeded  in  going  through  the  eighth  grade  in  school 
without  being  able  to  read  on  a  first  grade  level.    Ellen  was 
first  known  to  the  clinic  in  19*+ 1  when  she  was  eleven  years 
old.    The  referral  was  made  from  the  school  of  an  outlying 
community  at  a  time  when  Ellen  was  in  the  fourth  grade.  Tests 
showed  that  though  her  intelligence  quotient  was  in  the  eight- 
ies, she  had  made  no  progress  whatsoever  in  reading.  The 
mother  and  father  were  separated  at  this  time  although  no 
legal  action  had  been  taken.    It  was  said  that  the  mother  had 
left  the  father  and  her  two  daughters.    They  were  now  living 
with  friends  of  the  father,  and  the  girls  visited  the  mother 
on  weekends.    The  woman  with  whom  she  was  living  brought  Ellen 
into  the  clinic  for  the  two  visits  necessary  for  the  testing. 
She  was  a  friendly  person  and  talked  freely  about  Ellen  and 
her  chief  problem  of  which  everyone  was  aware.    However,  she 
had  a  younger  child  to  tend  and  could  not  promise  to  bring 
Ellen  to  clinic  regularly  for  reading  therapy.    Every  effort 
was  made  to  bring  this  child  into  the  clinic  for  help,  but 
the  family  showed  no  interest  whatsoever.    After  several 
months  of  broken  appointments  all  contact  was  lost  with  the 
family  and  the  case  was  closed.    The  father  was  never  known 
by  the  clinic,  nor  the  mother,  though  efforts  were  made  to 
reach  them  both. 

In  1945  the  case  was  again  referred  to  the  clinic,  this  time 
by  the  educational  consultant  of  the  local  schools.    Ellen  was 
now  a  sophisticated  looking  young  lady  of  fifteen,  who,  with 
the  help  of  her  friends,  was  carrying  on  quite  a  voluminous 
correspondence  with  servicemen  overseas.    Tests  revealed  an 
IQ  of  76,  and  a  total  disability  in  reading.    It  was  amazing 
that  she  had  gone  through  the  eighth  grade  in  school  before 
it  was  necessary  to  put  her  in  a  special  class.    It  was  be- 
cause she  was  so  very  unhappy  in  the  special  class  that  she 
came  to  the  attention  of  the  educational  consultant.  Ellen 
was  very  interested  at  this  time  in  learning  to  read.  Working 
directly  with  the  girl  and  the  school,  and  with  no  contact 
with  the  family,  the  clinic  arranged  that  Ellen  attend  a  spe- 
cial reading  clinic  at  Boston  University.    Ellen  made  very 
good  progress  during  the  next  six  months  that  the  clinic  fol- 
lowed the  case  before  closing. 

This  case  illustrates  well  an  attitude  of  indifference  on  the  part  of 

parents  to  both  the  problem  of  the  child  and  attempts  of  the  clinic  to  gain 

the  cooperation  of  the  parents  in  treatment.    There  seems  to  be  little  the 


clinic  can  do  to  bring  9uch  children  in  for  help  without  the  cooperation  of 
parents  or  parent  substitutes .    In  this  case  the  girl  was  old  enough  and 
her  problem  mild  enough  on  first  contact  to  have  been  worked  with  directly, 
except  that  distance  and  traveling  alone  were  prohibitive.    Later  when  the 
father  had  remarried  and  the  family  had  settled  near  the  clinic,  direct 
work  was  beneficial  without  so  much  as  contacting  the  parents,  but  in  the 
meantime  four  very  valuable  years  of  education  had  been  largely  lost  as  a 
result  of  an  indifferent  parental  attitude. 
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CHAPTER  VI 
SUMMARY  AND  CONCLUSIONS 

In  this  study  an  effort  has  been  made  to  review  the  cases  closed  during 
the  fiscal  year  July,  19^5  to  June,  19k&  from  the  Child  Guidance  Clinics  of 
the  Massachusetts  Division  of  Mental  Hygiene  in  order  to  understand  more 
clearly  something  of  the  extent  and  some  of  the  implications  of  the  grosser 
forms  of  parental  resistance  which  were  met  in  these  cases.    Of  the  total 
356  cases  closed  during  this  period,  the  study  was  limited  to  219  cases,  be- 
cause it  was  thought  best  to  consider  for  the  purposes  of  this  study  only 
those  cases  in  which  the  parents  participated  in  the  treatment  through  in- 
terviews with  the  psychiatrist  or  social  worker  or  both,  and  which  were,  in 
addition,  recorded  in  sufficient  detail  so  that  the  parental  attitude  to- 
wards treatment  could  be  accurately  judged.    The  process  of  selection  on 
this  basis  probably  resulted  in  all  of  the  more  serious  cases  being  included 
in  these  219  cases.    A  random  sample  of  fifty  of  these  219  cases  is  the 
basis  of  all  findings  and  conclusions  of  the  study.    It  is  felt  that  these 
fifty  cases  are  representative  of  the  219  cases  and  the  results  of  the  studj 
are  valid  for  that  number  of  cases. 

For  the  purposes  of  this  study  a  parent  was  called  resistant  only  when 
he  completely  blocked  or  seriously  impeded  the  treatment  process,  so  that 
the  parent's  resistance  became  a  major  consideration  in  any  further  progress 
of  the  case.    A  parent  was  called  partially  resistant  when  he  did  not 

cooperate  well  with  the  clinic,  but  at  the  same  time  did  not  seriously  in- 
terfere with  treatment  and  his  resistance,  as  such,  was  not  an  important 
factor  in  the  success  or  failure  of  the  treatment  process.    A  parent  was 
called  cooperative  when  he  displayed  during  most  of  the  clinic  contact  an 
attitude  that  was  positive  and  genuinely  helpful  in  treatment,  or  at  least 
there  was  no  evidence  to  the  contrary  in  the  record.    With  these  definitions 
in  mind,  and  with  the  use  of  a  schedule  (see  Appendix),  the  fifty  cases  were 
carefully  abstracted. 

A  total  of  forty-two  parents,  of  the  seventy-five  whose  attitudes  were 
known,  were  found  to  be  resistant  or  partially  resistant  within  the  meaning 
of  these  terms  in  this  study.    This  meant  that  one  or  both  parents  were  re- 
sistant or  partially  resistant  in  twenty-nine  of  the  fifty  cases.    The  sig- 
nificance of  this  resistance  is  shown  clearly  in  the  results  of  treatment. 
Of  the  twenty-nine  resistant  or  partially  resistant  cases  only  eight  im- 
proved, eighteen  were  unimproved,  and  three  were  unknown.    The  difference 
is  striking  in  contrast  to  the  twenty-one  cases  of  parents  who  were  coopera- 
tive, in  which  twenty  were  improved  and  one  unknown. 

It  was  also  found  that  the  more  disturbed  relationships  between  the 
parents  and  child  and  between  the  parents  seem  to  be  closely  correlated  with 
the  parental  resistance  to  treatment.    The  sex,  age,  IQ,  source  of  referral, 
and  the  particular  kind  of  problems  and  their  severity  all  seem  to  make 
little  difference  as  regards  parental  resistance  to  treatment.    It  was  found 
that  resistant  cases  on  the  average  were  carried  one  month  longer  than  cases 
in  which  the  parents  cooperated.    However,  they  received  only  about  two- 
thirds  as  much  service  as  measured  in  clinic  and  home  visits. 


It  can  be  concluded  from  this  study  that  about  half  of  the  more  serious 
cases  of  children's  problems  dealt  with  by  these  clinics  in  the  cases  closed 
during  the  year  under  consideration  were  complicated  by  parental  resistance 
of  a  major  degree.    It  can  be  further  stated  that  a  little  less  than  two- 
thirds  of  the  cases  in  which  there  was  such  parental  resistance  probably  re- 
mained unimproved.    There  seems  to  be  no  reason  why  the  year  considered 
should  not  be  taken  as  fairly  representative  of  at  least  the  immediate  past 
and  the  present.    This  shows  clearly,  then,  that  parental  resistance  is  a 
major  problem  in  these  child  guidance  clinics,  and  that  it  is  a  contributing 
factor  for  a  large  number  of  cases  in  which  there  can  be  said  to  be  no  im- 
provement. 

It  can  be  further  concluded  on  the  same  basis  that  in  those  cases  in 
which  a  pathological  relationship  between  parent  and  child  exists,  such  as 
overprotection  or  rejection,  there  is  apt  to  be  found  parental  resistance 
of  a  serious  and  inflexible  nature.    It  also  seems  that  maladjustments  in 
the  marital  relationship  make  parental  resistance  more  probable.    It  is  ob- 
vious to  conclude  that  the  more  unhealthy  the  affectional  relationships  are 
in  the  family,  and  the  greater  the  emotional  disturbance  of  the  parents  in 
relation  to  the  child  and  to  each  other,  the  more  likely  parental  resistance 
will  be  an  important  consideration  in  treatment.    It  might  also  be  said  that 
the  degree  of  resistance  could  almost  be  taken  as  an  indicator  of  the  urgen- 
cy of  the  need  for  help. 

Since  resistance  is  motivated  by,  or  partially  motivated  by,  uncon- 
scious attitudes,  no  parent  is  ever  held  responsible  for  his  resistance. 
Every  effort  should  be  made  to  know  and  understand  the  resistant  parent  so 


that  all  help  possible  can  be  given  him.    The  indications  are  that  these 
clinics  do  carry  resistant  cases  longer  than  cooperative  cases,  which  shows 
that  the  staff  personnel  are  interested  in  trying  to  solve  these  problems. 
Under  the  pressure  of  heavy  case  loads  at  all  times  it  is  exceedingly  diffi- 
cult to  follow  up  a  case  where  the  parent  is  resistant  and  breaks  off  the 
clinic  contact.    In  the  cases  studied  it  was  found  that  often  considerable 
effort  was  made  to  help  the  resistant  parent  continue  the  contact.  However, 
the  opposite  attitude  would  also  be  found  as  is  indicated  by  a  remark  in 
one  of  the  cases,    "As  mother  was  extremely  hostile  to  worker,  worker  inter- 
viewed her  only  once."    Again  it  was  frequently  noted  that  a  case  might  con- 
tinue active  for  months  with  no  contact  with  the  parent.    In  general  the 
practice  of  the  clinics  seemed  to  be  that  the  parent  was  given  every  possi- 
bility to  receive  help,  but  if  he  did  not  respond  to  one  or  two  follow-up 
letters,  or  perhaps  a  home  visit,  or  maybe  a  telephone  call,  the  case  was 
eventually  closed. 

This  practice  is  probably  justified  under  the  existing  conditions,  but 
it  raises  many  interesting  questions  which  the  writer  is  not  in  a  position 
to  answer.    Might  resistance  have  emerged  in  regard  to  the  approach  of  the 
worker  and  his  ways  of  dealing  with  the  problems  presented?    How  could 
worker's  approach  and  technique  be  improved  in  dealing  with  the  potentially 
resistant  client?    What  becomes  of  the  disturbed  child?    What  are  the  re- 
sponsibilities of  the  clinics  to  the  community  in  regard  to  the  cases  that 
go  untreated  because  of  parental  resistance?    Merrill  Krughoff  answers  this 
last  for  the  whole  field  of  social  work,    "To  reserve  our  prophylactic  and 
healing  skills  only  for  those  who  come  begging  and  beseeching  would  negate 


our  philosophy  and  defeat  our  objective."     To  the  contrary,  however, 

Jessie  Taft   maintains,    "One  must  accept  one's  final  limitation  and  the 

p 

right  of  the  other,  perhaps  his  necessity,  to  refuse  help." 

A  number  of  additional  studies  could  be  made  on  parental  resistance 
which  the  writer  believes  would  be  helpful  in  shedding  light  on  this  prob- 
lem.   A  statistical  survey  of  a  much  larger  number  of  cases  would  define 
the  extent  and  seriousness  of  the  problem  more  clearly  and  with  greater 
validity  than  the  present  study.    Or  it  would  be  interesting  for  comparative 
purposes  to  know  the  amount  of  parental  resistance,  using  similar  standards 
for  measurement,  encountered  in  other  child  guidance  clinics.    Probably  the 
most  valuable  contribution  possible  on  this  subject  would  be  an  exhaustive 
research  into  the  techniques  and  skills  being  used  in  current  child  guidance 
practice  in  the  handling  of  parental  resistance.    Such  research  would  re- 
quire considerable  organization  and  the  cooperation  of  a  large  number  of 
workers  now  active  in  the  child  guidance  field,  but  it  would  be  rich  in  the 
practical  understanding  and  knowledge  that  it  could  provide.    Wilsnack^  has 
pointed  the  way  with  his  article  which  represents  the  experience  of  a  staff 
working  in  a  children's  protective  agency  whose  clients  were  referred  on 
the  basis  of  a  complaint,  so  that  few  took  kindly  to  the  agency's  interest 
in  them.    The  value  of  such  research  into  parental  resistance  could  be 
easily  demonstrated  in  its  promotion  of  more  effective  child  guidance  work. 

1  Merrill  Krughoff,  "Getting  People  and  Services  Together,"  The  Con- 
ference Bulletin,  National  Conference  of  Social  Work,  hi  :k,  l£,  19hh* 

2  Jessie  Taft,  The  Dynamics  of  Therapy  in  a  Controlled  Relationship, 

3  William  H.  Wilsnack,  "Handling  Resistance  in  Social  Case  Work," 
American  Journal  of  Orthopsychiatry,  16:297,  April,  19^6. 


6k 


As  Wilsnack  points  out  with  regard  to  resistance  in  social  work  generally: 

The  potential  advantages  of  a  more  adequate  understanding  of  re- 
sistance are  several.    In  case  work  practice  the  social  worker  who 
knows  the  nature  of  the  negativism  he  encounters  may  no  longer  need 
to  tilt  at  windmills  in  treatment.    Many  workers  experience  anxiety 
when  unable  to  predict  or  account  for  the  resistive  whimsicalities 
of  the  client.    If  this  is  true  for  experienced  workers,  it  is  even 
more  so  for  students.    'Whatever  renders  the  learning  of  case  work 
easier  and  less  anxiety-laden,  hastens  the  worker's  preparation  for 
practice.    A  better  knowledge  of  resistance  will  sharpen  the  deter- 
mination of  treat-ability.    For  those  cases  found  treatable,  it  can 
aid  in  deciding  a  differential  treatment  approach  for  each  case. 

For  the  agency  .  .  .  understanding  of  resistance  may  lead  to  a  re- 
valuation of  the  demands  which  can  realistically  be  made  upon  the 
new  client  at  intake  and  early  in  treatment.    Better  understanding 
of  the  client  who  is  labeled  "uncooperative",  permits  more  to  be 
done  to  encourage  cooperation,  and  fewer  clients  may  lose  out  on 
services.** 

Finally,  under  favorable  circumstances  of  exceptionally  complete  pro- 
cess recording,  and  in  child  guidance  clinics  where  intensive  case  work 
treatment  is  carried  on  with  parents,  an  analysis  of  the  entire  treatment 
of  carefully  selected  cases  would  be  revealing.    This  analysis  would  be 
made  with  a  view  to  understanding  specific  mechanisms  of  resistance  as  seen 
in  individual  parents  and  the  techniques  actually  used  in  handling  the  re- 
sistance by  the  worker.    Such  a  study  could  adapt  to  case  work  in  the  high- 
est degree  the  knowledge  we  are  gaining  from  psychoanalysis,  and  perhaps 
define  more  concisely  the  borderline  areas  in  which  the  two  approaches  tend 
to  overlap. 


Add roved 


Richard  K.  Conant,  Dean 


h  Ibid.,  p.  297. 
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SCHEDULE 


Clinic  case  number 
Referred  by 

Additional  problems  revealed 
Child 


Study  case  number 
Referred  for 

Bate  opened,  Date  closed 


IQ,  Sex,  Health:    good,  poor 
Ordinal  position  in  family 
School  report 


Health:    good,  poor,  pregnant 


Description  of  child 
Date  of  birth 
Sibling:    sex  and  age 

Attitudes:  toward  parents,  toward  clinic 
Changes  in  attitudes  during  treatment 
Mother    (or  substitute) 
Date  of  birth 
Statements  regarding  mother's  personality 
Attitude  toward  child:    rejecting,  overprotecting,  adequate 
Attitude  toward  school:    cooperative,  uncooperative 

Attitude  toward  treatment:    resistive,  partially  resistive,  cooperative 
Marital  relationship:    satisfactory,  unsatisfactory 
Changes  in  mother's  attitudes  during  treatment 
Father    (or  substitute) 

Date  of  birth  Health:    good,  poor 

Statements  regarding  father's  personality 
Attitude  toward  child:    rejecting,  overprotecting,  adequate 
Attitude  toward  school:    cooperative,  uncooperative 

Attitude  toward  treatment:  resistive,  partially  resistive,  cooperative 
Changes  in  father's  attitudes  during  treatment   


Results  of  treatment 


Improved 
Unknown 

Reason  for  closing 

Number  of  months  case  known  to  clinic 

Number  of  visits  to  home 

Number  of  visits  to  other  agencies 


Unimproved 


Number  of  visits  to  clinic 
Number  of  visits  to  school 
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